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THE PHYSICIAN’S ROLE IN AIR TRAVEL 


Lieut. Col. Frederick S. Spiegel (MC), U. S. Air Force 


VER 25 million revenue-paying passengers 
traveled on U. S. domestic airlines last year. 
The trend has been rising steadily, and fore- 
casts reveal an even greater increase in the 
number of air travelers in the next few years. 

Even today there are legions who have had no ex- 
perience with flying. These people frequently approach 
the ticket window with ill-concealed trepidation and 
climb the ramp into the airliner with false gusto and 
bravado. Anxiety is harbored by many, from the tod- 
dling youngster to the timorous oldster. Since flying 
is a new and mysterious event for them, a certain 
amount of fear is to be expected. All too frequently, 
however, the fear is out of proportion to the situation. 
The trip becomes a nightmare. 

Physicians can do much to allay these fears and re- 
duce some of the discomforts associated with flying. 
We should be of even greater usefulness in the role 
of adviser when queried concerning the safety and 
advisability of traveling by air. Most of the time we 
remember the basic physiology, vascular dynamics, 
and respiratory mechanics, and are qualified to give 
sound medical advice, a word of caution or a hearty 
reassurance. However, there have been instances in 
which, in retrospect we must admit, we are not on too 
firm ground. It is in these instances, I submit, that we 
must be better prepared to assist with advice and 
opinion based upon fact, not fancy. Several medical 
schools are now presenting courses in aviation medi- 
cine and aviation physiology. These courses were made 
a part of the curriculum as a result of the identification 
of the need for this instruction. Since we are well into 
the “air age” and since air travel has grown so tre- 


Physicians must continue to contribute to the safety, 
efficiency, and comfort of air travel. Three principles help 
to determine whether a person is fit to fly as a passenger: 
there must be no interference with the supply of oxygen 
to his lungs, the mechanical expansion of gases in his 
body must be unobstructed, and he must not affect ad- 
versely the sensibilities, security, and health of his fellow 
passengers. The frequency of airsickness and ear trouble 
is 5 to 10 times as great in children under 5 years as in 
adults. A woman during the ninth month of gestation 
must present a certificate, signed by her physician, stating 
that she will not deliver for at least 72 hours. Antiemetics, 
nasal vasoconstrictors, and oxygen are effective in com- 
bat'ng nausea, preventing pain from ears and sinuses 
during descent, and alleviating true air hunger. Persons 
who have recently undergone enteric surgery must be 
considered carefully because of the effects of possible 
sudden decompression upon gases in the body. Aviation 
medicine has developed into a specialty, but prospective 
Passengers generally turn to the physician in general 
practice. He must therefore be prepared to answer his 
patients’ queries. 


mendously, it is incumbent upon all of us to become 
conversant with the medical and psychological prob- 
lems associated with this type of transportation. 

The guiding principles of the air transport industry 
are safety, operating efficiency, and passenger comfort. 
Safety is the first consideration. Many would-be pas- 
sengers remember the glaring headlines concerning an 
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the Civil Aeronautics Administration, maintains very 
close contro] over all airline operations, and, as a 
result, the safety consciousness of the operators is para- 
mount. Safety takes precedence over all else. Safety 
devices, procedures, and maneuvers have reached a 
very high degree of development and perfection, and 
passengers fears in this area are groundless. 

The next principle is operating efficiency. This is 
closely allied with safety, in that one of the chief 
methods of achieving each is through extremely care- 
ful selection of airline personnel, both flight and key 
ground employees. Operating costs can mount dis- 
asterously and efficiency be greatly impaired if selec- 
tion of personnel is haphazard, turn-over rates high, 
and replacements frequent. Further, both on the 
ground and in the air, errors are more frequent with 
individuals who are not physically fit or who are given 
tasks and responsibilities beyond their capabilities. 
If prospective passengers were made aware of the very 
stringent medical and psychological requirements air- 
line personnel must meet and the continuous close 
supervision they must undergo, they would understand 
why air transport operations are among the most effi- 
cient in industry today. 

The third principle of airline operation, passenger 
comfort, is closely related to revenue production. Pas- 
sengers subjected to discomforts are unhappy and are 
poor salesmen for air travel. Also, an uncomfortable 
or depressed individual is more prone to physical 
symptoms, e. g., air hunger, airsickness, headache, or 
vertigo. Potential passengers should be assured of a 
pleasant and comfortable flight. 

The aeronautic engineer, in concert with the aviation 
physiologist, psychologist, and flight surgeon, has been 
successful in overcoming many of the features of air 
travel that formerly caused discomfort for passengers. 
Pressurization of the aircraft has reduced the incidence 
of air hunger and headache that result from the de- 
creased partial pressure of oxygen. Airsickness also 
has been reduced by pressurization, since the higher 
cruising altitudes are less turbulent. The occurrence of 
ear and sinus troubles are now unusual in pressurized 
cabins. With acoustic “sealing” of the passenger com- 
partment, complaints referable to propeller and engine 
noise have been significantly lowered. Other factors 
in reducing illness and increasing comfort and security 
are the development and installation of reclining seats 
and efficient airborne air conditioning systems. The 
designing and production of dependable, stable, air- 
worthy passenger aircraft with markedly reduced vi- 
bration characteristics is very significant. 

The specialty of aviation medicine may be consid- 
ered to consist of three main disciplines. These are 
categorized into, first, preventive medicine and public 
health; second, occupational and industrial medicine; 
and, third, aviation physiology, aviation psychology, 
and clinical practice. A survey of conditions and com- 
plaints of common occurrence in passenger travel 
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Physical Fitness to Fly 


There are some medical conditions which requi 
caution and the exercising of certain precautions t 
preclude development of unpleasant and sometimd 
serious complications. Three principles must be key 
uppermost in the physician’s mind when determinin 
whether an individual is physically, emotionally, 
mentally fit to fly. First, there can be no interferenc 
with the supply of oxygen to the lungs. Next, mechan 
cal expansion of gases must be unobstructed. Finalls 
one must always consider the effect that the individus 
will have on the sensibilities, security, and health ¢ 
his fellow passengers. 

Commercial air carriers cannot maintain a passengé 
“screening service’ or triage, per se. They have ver 
successfully utilized their ticket sellers and flight at 
tendants to scrutinize patrons prior to boarding, Du 
ing flight the attendant may request that an individu: 
be deplaned at the next stop, if such action is deeme¢ 
advisable in his or the other passengers’ interest: 

Today, with the development of large, well-equippe¢ 
and well-staffed medical centers and clinics, many ai 
lines operate trunk routes into these areas. As a result 
a great number of passengers bound for these destina 
tions are, in reality, patients en route for diagnosis 0 
treatment. Air travel is the fastest and, in most in 
stances, the least fatiguing of any means of transporta 
tion. The referring physician is frequently questionec 
concerning the feasibility of traveling by air to th 
clinic, and as an authority he must be able to give 
accurate and pertinent advice. He should know, fo 
example, that permission must be granted by th 
public health officials before any person with a con 
tagious or communicable disease may be transportec 
across state lines. The airlines are wary of acceptin 
persons in whom communicable diseases are suspected 
and some refuse entirely. Suspected pulmonary tuber 
culosis is a case in point. There is always extant the 
question of responsibility: if a state refuses to allow 
the admission of a passenger with a communicable o 
contagious disease, the carrier may be held financially 
responsible for his care and return to point of origin 

Individuals with malodorous conditions, gross dis: 
figurements, or other unpleasant characteristics whick 
might offend fellow passengers should not be trans- 
ported by public air carrier unless physical isolation 
can be assured. Epileptics are more prone to convul- 
sive seizures when hypoxic in aircraft. Diabetics on 
maintenance therapy may be carried only if their in- 
sulin and syringe are kept in their hand baggage in 
the passenger cabin with them. Patients with an 
artificial pneumothorax should never be allowed to fly 
soon after a refill; only after at least 10 days, and with 
the mediastinum fixed, should flight be considered. 

Physicians generally agree that a woman with an 
uncomplicated pregnancy is not “sick,” that she is a 
normal individual undergoing a normal physiological 
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process. All airlines accept passengers during the 
seventh month of gestation and the majority will trans- 
port those in the eighth month. In order to be accepted 
during the ninth month, however, the passenger must 
present a certificate, signed by her physician, stating 
that she will not deliver for at least 72 hours. When- 
ever there is a question concerning premature labor 
or other complications, a medical certificate is required 
prior to enplaning. 

Infants under 6 weeks of age are usually not trans- 
ported by commercial carriers unless there are very 
extenuating circumstances. In this case a pediatrician’s 
certification is requested, stating that the infant is 
healthy and physically fit to fly. 

Children are only fair air travelers. The incidence of 
airsickness and ear trouble is greatest in those under 
5 years, 5 to 10 times more frequent than in adults. 
The increased susceptibility to airsickness may be 
related to position insecurity and apprehension, Ear 
discomfort is associated with the difficulty in teaching 
children to make the necessary oropharyngeal adjust- 
ments while descending. Wider employment of pres- 
surized aircraft has greatly reduced the incidence of 
these disabilities in the young traveler. 


Medical Difficulties Encountered in Flying 


The changes in barometric pressure which occur 
with changes in altitude are the basic reasons for ear 
difficulty. In the normal ear, equalization of the pres- 
sure between the middle ear and the ambient atmos- 
phere occurs automatically upon ascent. During de- 
scent, however, conscious voluntary actions (swallow- 
ing, yawning) must be undertaken in order to gain 
and maintain pressure equilibrium. This is necessary 
due to the anatomy of the eustachian tube and its 
flutter-valve type of proximal orifice. Thus, since ear 
difficulty occurs almost entirely during descent, the 
airlines routinely maintain a very gradual rate of 
descent. It is usually at this time that chewing gum 
is distributed to the passengers, since chewing and 
swallowing periodically opens the valvular pharyngeal 
end of the eustachian tubes. Equalization of pressure 
of the accessory nasal sinuses is basically automatic 
but may be interfered with by such conditions as 
swollen or redundant mucosa or nasal polyps. Upper 
respiratory infections and affections are the chief etio- 
logical agents of aerotitis media, more recently titled 
barotitis media, and of barosinusitis. If individuals 
who have such conditions as an acute respiratory 
infection, allergic rhinitis, or nasal polyposis must fly, 
it is expedient for them to use a nasal vasoconstrictor 
or decongestant during flight and particularly prior io 
ascent and descent. 

Airsickness in adults is not a major issue in present- 
day airline operations. However, discomfort and 
actual emesis are considerably more frequent in te- 
males, occurring at approximately five times the rate 
encountered in males. As in children, this may be 
attributed chiefly to anxiety and apprehension. Also, 
fear of airsickness itself probably hastens the develop- 
ment and appearance of the characteristic symptom 
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complex. Several effective proprietary medicaments 
are available which will reduce the awareness of mo- 
tion and the concomitant discomfort in susceptible 
individuals. These also will prevent airsickness, in most 
instances, if taken in advance of flight. The value of 
reassurance cannot be over-emphasized. 

Air hunger is associated with a lessened amount of 
available oxygen in the ambient atmosphere at higher 
altitudes, due to the decreased partial pressure of 
oxygen. True air hunger is physiological. Frequently, 
however, the diagnosis of air hunger is mistakenly 
associated with a dyspneic type of respiration which 
in reality is the result of apprehension or anxiety. The 
treatment of these two conditions is diametrically 
opposed. In true air hunger supplementary oxygen. 
which is always available on commercial airliners, will 
alleviate the symptoms. In the latter instance carbon 
dioxide inhalations or simple breath holding will bring 
prompt relief. Reassurance has a very beneficial and 
calming effect on both. 

Potential passengers recovering from recent coronary 
thrombotic episodes or those suffering from coronary 
insufficiency must be carefully evaluated before being 
advised that they may fly. Whether the aircraft in 
which they will travel is pressurized must be deter- 
mined. The same type of careful appraisal must be 
undertaken in the anemic patient, those patients in 
impending or recovering from cardiac failure, and 
those with any type of respiratory embarrassment. It 
is wise to have the individual notify the carrier in ad- 
vance of the flight. Also, if he has in his possession a 
certificate of his fitness to fly, it may preclude his being 
refused passage at the list minute. One should remem- 
ber that the commercial air carrier has the final word 
in determining who will be transported in its aircraft. 

Persons who have recently undergone enteric sur- 
gery should be considered very carefully, with the fact 
kept in mind that the expansion of intestinal gases is 
approximately 50% at 10,000 ft. and 100% at 18,000 ft. 
The latter figure is of utmost significance in pressurized 
aircraft, since, with rapid decompression of the cabin 
due to failure of a window or hatch or malfunction of 
the pressurization system at high cruising altitudes, a 
postoperative catastrophe may occur. 

Of recent and mounting interest is the problem of 
sickle cell anemia, which is found principally in Ne- 
groes. This hemolytic disorder is present in approxi- 
mately 5% of the general Negro population. It has 
been demonstrated that with a mild to moderate 
circulatory oxygen deficiency, of the degree found in 
unpressurized flights at altitudes of trom 8,000 to 
14,000 ft., sickling and hemolysis may occur in those 
individuals with this trait. Splenic infarction or mesen- 
teric thrombosis are the usual sequelae. Although the 
incidence of this condition is relatively low, it should 
not be overlooked. Negro passengers would be well 
advised to notify the flight attendant if thev develop 
abdominal discomfort or pain. It is not unusual for a 
commercial airliner to make an emergency stop at an 
en route airport to place a passenger in the care of a 
physician. 
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Comment 


The foregoing illustrations point out the manifold 
interests and responsibilities of the medical profession 
in regard to air travel. Physicians, in the capacity of 
both professional advisers and personal confidants, 
must have a firm foundation upon which to base their 
considered and valued opinions. As is common to all 
the medical specialties, certification in aviation medi- 
cine follows a long period of concentrated didactic and 
practical work and training in a highly technical field. 
Diplomates of this board are daily working intimately 
with flying personnel and aeronautic engineers—in fact 
with all those in pursuits related to aviation, civil, 
commercial, and military. Airline passengers almost 
never come in contact with the aviation medical spe- 
cialist, and for good reason: he is concerned with the 
medical and allied problems of aviation—to make 
flight safer, more reliable, and more comfortable for 
more people. Medical practitioners in private practice 
are the ones to whom prospective passengers turn. The 
average physician should be more familiar with the 
answers to the questions and the solutions for the 
problems his patients pose concerning air travel. Sev- 
eral excellent texts and references on aviation medicine 
are readily available. Chief among these are Arm- 
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strong’s “Principles and Practice of Aviation Medi- 
cine,” ' McFarland’s “Human Factors in Air Trans- 
portation,” * “Aviation Medicine Practice” prepared 
by the Bureau of Medicine and Surgery of the Depart- 
ment of the Navy,” and the U. S. Air Force’s “Flight 
Surgeon’s Manual.” * 

Commercial air travel is expanding by leaps and 
bounds. Higher-performance aircraft are being devel- 
oped rapidly and continuously. Speeds are multiplying, 
and thus time and distance ratios are constantly 
shrinking. Before long jet-propelled passenger travel 
will be commonplace. Engineers are discussing, plan- 
ning, and designing the rocket airliners of tomorrow. 
Let us, as physicians, stay ahead of our patients’ queries 
regarding traveling by air. Let us advance with the 
technology of aviation. 

3800 Newark Street N. W., Washington, D. C. 
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INTESTINAL POLYPOSIS AND PIGMENTED SPOTS OF LIPS 


HEREDITARY PEUTZ-JEGHERS SYNDROME 


Lieut. Commander Lloyd C. Rohrs (MC), U. S. N. 


The association of pigmented spots of the lips, oral 
mucosa, and often the face and digits with intestinal 
polvposis has been recognized with increasing fre- 
quency as a distinct entity.’ Repeated episodes of 
abdominal pain in persons having melanin spots with 
this distribution can, with strong suspicion, denote 
existent intestinal polyps, particularly of the small in- 
testine, for at autopsy no patient having this pigmen- 
tation without associated polyps has been reported.” 
Complications of gastrointestinal bleeding, anemia, 
intussusception, and malignancy in this hereditary 
disorder have been stressed.’ In view of these features, 
the following case is presented. 


Report of a Case 
A 22-year-old man first developed severe, generalized ab- 
dominal pain in May, 1954. It was unassociated with other 
gastrointestinal complaints. No abnormalities were present on 
From the Medical Service, United States Naval Hospital, 
Oakland, Calif. 


Repeated episodes of abdominal pain in per- 
sons having melanin spots with a characteristic 
distribution can, with strong suspicion, denote 
existent intestinal polyps. Typically the melanin 
spots are on not only the lips and labial mucous 
membrane but also the buccal mucosa, occa- 
sionally the gingiva and hard palate, and rarely 
on the tongue. The pigmentation can also occur 
on the digits, periorally, about the eyes, and 
more rarely across the bridge of the nose. The 
condition has been reported in persons from 
childhood to the sixth decade, but usually ap- 
pears as a recurrent intussusception in the sec- 
ond decade. It is to be emphasized that the 
polyps in this syndrome are to be considered 
premalignant lesions. 
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the initial examination or that performed 12 hours later. One 
episode of vomiting occurred during the observation period. 
After 12 hours the patient was asymptomatic, X-rays of the 
upper gastrointestinal area, in June, were “normal.” In Decem- 
ber, the man was seen again because of nausea, vomiting, and 
epigastric aching pain. There were epigastric tenderness and 
rigidity in the left lower abdominal quadrant. The white blood 
cell count was elevated, with 83% polymorphonuclear cells. 
Observation was continued for 48 hours, by which time the 
patient had become asymptomatic. 

In March, 1955, he experienced the sudden onset of severe 
periumbilical pain. One hour later vomiting occurred. Abdomi- 
nal tenderness, without rebound tenderness, and guarding over 
the upper right rectus muscle were found. Abdominal disten- 
tion developed, An exploratory laparotomy was performed on 
March 31. There was hemorrhagic exudate in the abdominal 
cavity, and a distended loop of jejunum, 18 in. (46 cm.) in 
length, was seen. An estimated 60 in, (152 cm.) of jejunum 
was intussuscepted into itself. The entire loop had undergone 
a clockwise rotation of two and one-half turns. The intussuscep- 
tion began about 36 in. (91 cm.) from the duodenojejunal 
flexure. The terminal 60 in. of ileum appeared to have some 
impairment of circulation and was slightly cyanotic. 

After reduction of the intussusception and volvulus, the re- 
duced jejunum over the area of strangulation was edematous 
but appeared to have a good color, as did the ileum. The entire 
small intestine was palpated, and no other abnormalities of the 
intestine or its mesentery were noted. The postoperative course 
was uneventful except for a small wound abscess which de- 
veloped but healed spontaneously. When x-rays of the upper 
gastrointestinal area were taken 28 days later, the distal duo- 
denum and many jejunal loops were found to be dilated. 
Hyperperistalsis existed. A distal jejunal obstruction was diag- 
nosed, 

On May 11, a second laparotomy was performed. Numerous 
adhesions existed throughout the peritoneal cavity. Twelve 
inches (30 cm.) distal to the duodenojejunal flexure, an intus- 
susception again was seen. There was a mass in the jejunal 
lumen. Six inches (15 cm.) of jejunum were resected and an 
end-to-end anastomosis performed. The resected jejunum was 
4 in. (10 cm.) in diameter. One inch (2.5 cm.) from the 
proximal resected margin two polyps were found. There was a 
pedical measuring 1 cm. in length and 0.5 cm. in diameter, At 
the end of this there was a bulky mass of multiple polyps 
measuring 2 in. (5 cm.) in diameter. Three centimeters from 
the same resected margin another pedicle was found, 1 cm. 
long and 0.5 cm. in diameter, at the end of which was a group 
of polyps 4.5 cm. in diameter. 

The microscopic sections showed adenomatous polyps with 
frank malignant degeneration located at their periphery. There 
was no invasion of the pedicle or muscularis of the intestine. 
There was a mass within the ileal lumen about 12 in. proximal 
to the ileocecal junction. Through an enterotomy, a polyp was 
removed, Microscopically, it was shown to be of the benign 
adenomatous type. The appendix was also removed. Post- 
operatively, a pelvic abscess developed which was incised and 
drained. 

Though recovery was slow, no subsequent complications 
developed. On June 11, a sigmoidoscopic examination revealed 
three polyps in the colon at 5.5 in. (14 cm.). These were 
removed and microscopically found to be benign adenomatous 
polyps. Two air-contrast barium enemas were given in mid- 
June. A polyp was demonstrated in the proximal ascending 
colon. A series of x-rays of the upper gastrointestinal area were 
taken and a fractional study of the small intestine was made 
late in June. Though the jejunal loops were prominent, there 
were no intralumenal defects or obstruction. 

On Sept. 21, this man was admitted to the U. S. Naval Hos- 
pital, Oakland, Calif. He was in good health and asymptomatic. 
The history, aside from that already given, was noncontributory. 
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From the family history it was learned that the man’s father 
had died “in his early 50’s” from “an ulcer.” His mother had 
died in 1947, at the age of 34, from a “tumor in her bowel.” 
The patient did not know if she had had pigmentation of the 
lips or hands, and no other history was available. There were 
four other brothers, ages 24, 21, 19, and 17. All were living 
and well, and, to the best of the patient’s knowledge, none had 
pigmentation on the lips, face, or hands or gastrointestinal 
complaints. 

On physical examination, the patient was found to be a 
well-proportioned, slender, 6-ft. (182.9-cm.), 148-lb. (67.3-kg.), 
fair-skinned, blue-eyed individual. His hair was light brown. 
Over the vermillion border of the lips and extending into the 
labial mucous membranes there were numerous small (0.5 to 
1.5 mm, in diameter), flat, pigmented spots which extended 
periorally (see figure). There were no pigmented spots on the 
hands or feet. There was a well-healed, broad, right rectus 
scar. Aside from these features, the examination was within 
the limits of normal. 

The hemogram, urinalysis, Kahn test, stool examinations for 
occult blood while on a meat-free diet, and the roentgenogram 
of the chest showed results that were negative or within nor- 
mal limits. There was no evidence of anemia. A sigmoidoscopic 


Photograph of the lips. Left, pigmented spots extend into 
the immediate perioral region. Right, pigmented spots are seen 
on labial mucous membrane of everted lower lip. 


examination revealed a small polyp at 15 cm. which was re- 
moved by coagulation. The existence of a small polyp in the 
proximal ascending colon was again denoted by the use of a 
barium air-contrast enema. In the distal portion of the second 
part of the duodenum, viewed roentgenographically, two large 
radiolucent areas, thought to represent polyps, were seen. A 
fractional study of the remainder of the small intestine gave 
negative results. 

On Oct. 27, a laparotomy was performed. When the duo- 
denum was opened, eight polyps were seen. ‘Two were approxi- 
mately 1 cm. in diameter on long stalks measuring 2.5 cm. 
in length; one was sessile, 8 mm. in diameter and 4 mm. ele- 
vated, These were excised. Five additional small polyps, 1 to 
3 mm. in diameter, were destroyed by electrocoagulation, The 
entire small intestine was palpated. Six inches (15 cm.) distal 
to the ligament of Treitz, the previous end-to-end anastomosis 
site was observed. Fifteen inches (42 cm.) distal, a polyp 2 cm. 
in diameter on a 5-cm. stalk and a second polyp 3 cm. in di- 
ameter on a l-cm. stalk were found. In the ascending colon, 
7.5 cm. distal to the cecum, a polyp 1.5 cm. in diameter on a 
4-cm. stalk was noted, All of these were removed. The micro- 
scopic sections evidenced benign, adenomatous polyps of the 
duodenum, jejunum, and large intestine. Aside from a minor 
wound infection, the postoperative course was uneventful, 
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The most recent x-rays of the upper gastrointestinal area, 
fractional small intestine study, and barium enema with air 
contrast revealed no evidence of polyps. 


Comment 


This case exemplifies many of the features reported 
since the entity of intestinal polyposis was recognized 
by Peutz in 1921 and extensively reviewed by Jeghers 
and associates in 1949.** The family histories reviewed 
by the latter revealed the hereditary aspect of this 
disease, a trait inherited as a Mendelian dominant. 
Numerous tabulated case reports have verified this 
fact.'* In the case presented, the death of the patient's 
mother at the age of 34 from “a tumor in her bowel” 
is suggestive evidence as to the source of the 
trait. 

The dark complexion of most persons having this 
syndrome has been repeatedly mentioned.”” One of 
the patients reported on by Kitchin had a light com- 
plexion.* The patient discussed here was blue-eyed 
and of fair complexion. 

The condition has been reported in persons from 
childhood to the sixth decade but usually appears as 
a recurrent intussusception in the second decade.” 
This 22-year-old man experienced recurrent attacks of 
pain culminating in surgical intervention, and an 
intussusception of the jejunum was discovered. The 
repeated bouts of abdominal discomfort, due to partial 
obstruction and intussusception, have been reported 
as characteristic.” 

This patient believed that he had always had the 
small, flat, discrete pigmented spots on his lips. He 
had not observed their presence over the labial mucous 
membranes. The extent of pigmentation in this case 
is limited. Typically, the melanin spots are not only on 
the lips and labial mucous membranes but also the 
buccal mucosa, occasionally the gingiva and hard pal- 
ate, and rarely on the tongue. The pigmented spots 
also occur on the digits, periorally, about the eyes, 
and, more rarely, across the bridge of the nose.** 

The patient in the case presented had polyps re- 
moved from the duodenum, jejunum, ileum, and as- 
cending and sigmoid colon. The two removed from the 
jejunum showed malignant degeneration; the others 
were benign adenomatous polyps. Jeghers has pointed 
out that polyps may extend from the stomach to the 
rectum but their existence in the small intestine is a 
constant feature. Though malignant degeneration was 
observed by him, a recent review of collected cases 
revealed the incidence to be 15%. It has been empha- 
sized that the polyps in this syndrome are to be con- 
sidered premalignant lesions. Rectal bleeding and 
anemia, noted as additional complications,’ were not 
present in this patient. 

Excluding the drainage of the pelvic abscess, this 
man had undergone three abdominal operations. Mul- 
tiple laparotomies in this syndrome are a common 
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feature.’ In the case reported by Stewart and Storey, a 
total of nine surgical procedures had been performed.* 
In another, reported by Jeghers, a sprue-like syndrome 
developed after portions of the small intestine were 
resected, and inanition and death ensued.” 

It is apparent in this case, despite careful and re- 
peated examinations, that either lesions were over- 
looked or they developed with striking rapidity. The 
need for careful, frequent, regular, repeated examina- 
‘ons is imperative. At the time this article was ac- 
cepted for publication, this was believed to be the 49th 
surgically proved case of intestinal polyposis with 
pigmentation of the lips. 


Summary 


A 22-year-old man had polyps of the duodenum, 
jejunum, ileum, and ascending and sigmoid colon asso- 
ciated with pigmented spots of the lips, labial mucosa, 
and perioral region. The hereditary element was prob- 
ably present. There were two occurrences of intussus- 
ception, and two of the polyps removed were malig- 
nant. 

c/o Publications Editor, Metabolic Research Facility (46-A ), 
United States Naval Hospital. 

The opinions or assertions contained herein are the private 


ones of the author and are not to be construed as official or 
reflecting the views of the Navy or the naval service at 
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THE ROLE OF THE PSYCHIATRIST IN REHABILITATION 


Francis J. Braceland, M.D., Sc.D., Hartford, Conn. 


It is indeed a pleasure for a psychiatrist to address 
an audience dedicated to the principles and goals of 
rehabilitation. That much of the history of psychiatry 
revolves around efforts at rehabilitation is evident in 
the testimony of generations of psychiatrists who 
worked against tragic odds to restore emotionally ail- 
ing or crippled people to more adequate modes of 
living. Those efforts involved only too often the use of 
hazy principles and imperfect instruments. But they 
contributed to the body of knowledge of the human 
mind, the implications of which extend far beyond 
the bounds of psychiatry. The insights of psychiatry 
are of value to the field of rehabilitation, where the 
greatest obstacle to the reablement of the physically 
handicapped often resides in the emotions. Emotions 
and attitudes may be more incapacitating than the 
real disability, as Osler noted several decades ago 
when he warned doctors treating tuberculosis that 
what is in the patient’s head is at least as important 
as what is in his chest. 

It is self-evident that psychiatry and rehabilitation 
have much to teach each other. They deal with two of 
the greatest adversities that befall mankind—mental or 
physical disaster, whether innate or acquired, acute or 
chronic, temporary or prolonged; and with ways and 
means to lighten the burden upon individual and so- 
ciety. They both work in the framework of the thera- 
peutic environment and the therapeutic team and, 
thus, in the context of group dynamics. Most impor- 
tant of all, they subscribe to the philosophy that what 
they are dealing with is not a passive, amorphous be- 
ing to be manipulated willy-nilly, but is an individual 
who lives, feels, thinks, struggles, and expends his 
energy in defending himself against a threat to his 
integrity. Psychiatry and rehabilitation both maintain 
that it is incumbent upon the entire therapeutic team 
to rehabilitate man as man, no matter how badly dis- 
abled he may be or how seriously restricted in his 
activities. I submit that we are striving to return to 
society a “compleat person,” skilled and perhaps newly 
skilled in important techniques and especially in the 
art of living. 

Any physical anomaly, however benign, and whether 
constitutional or acquired, can be the source of seri- 
ous disturbances in the life of an individual. A nose, 
the contour of which offends only the owner, may be 
as formidable an obstacle to adjustment as a major 
amputation. The problems of rehabilitation are, there- 
fore, extensive and extremely complex. They arise in 
the wake of accidents and crippling diseases and also 
with acute and chronic illnesses, and, very importantly, 
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Much of the history of psychiatry is concerned 
with rehabilitation of a sort, for it has labored 
against tragic odds to restore emotionally crip- 
pled people to more adequate modes of life. 
The disciplines of rehabilitation and psychiatry 
both maintain that it is incumbent upon the 
therapeutic team to rehabilitate man as man, 
no matter how disabled he may be or how seri- 
ously restricted are his activities. It is important 
to treat the patient with the background of his 
environment in view, as well as in the light of 
the personal, interpersonal, and social meaning 
of his illness. Psychological reactions of patients 
to any type of illness depend largely on the 
previous personality make-up of the individual. 
The rehabilitation team, therefore, must be ever 
alert to any force which might impair motivation 
for recovery. The real problem of rehabilitation 
consists in helping the patient realize and ac- 
cept that the emotional rewards of health are 
greater than any secondary gains derived from 
dependency ever can be. 


with the attrition of years. The rehabilitation of the 
aging individual is indeed one of the most meaning- 
ful fields of modern medicine. So is that rehabilitation 
which involves disabilities of insidious onset. By the 
time the disorder is clinically detected, it may have 
caused great physical depletion and profound psy- 
chological changes. The psychiatrist is deeply con- 
cerned with all these problems and his orientation is 
beginning to influence, if not reshape, contemporary 
medicine itself. Medicine is finding that to fulfill its 
obligations in a changing epidemiology and a chang- 
ing culture, it is not enough to apply the insights and 
techniques of pure science, It is equally important to 
treat the patient against the background of his environ- 
ment, and in the light of the personal, interpersonal, 
and social meaning of the illness. IIness represents a 
serious threat to the patient as a self-sufficient, intact 
individual, and hidden forces operating within him 
may have much to do with its course and outcome. 
These influences cannot be ignored in any treatment 
program for any illness or any handicap; they spell 
the difference between success and failure in our ef- 
forts and they are indeed basic materials with which 
to work, 

Rehabilitation is rooted in contemporary medicine 
and contemporary public health services. It is one with 
curative and preventive processes and complements 
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and completes all of these. Rehabilitation may be as 
inclusive or as limited in meaning as the concept of 
the user. It may suggest an effort to make the best of 
grim adversity, even if this means adjustment at a 
lower level, or it may suggest a new and better inte- 
gration. The former is easier to achieve, of course. But 
is it not our duty to make the goal a more positive one 
and refuse to settle for less than rendering the dis- 
abled individual as complete a person as it is possible 
for him to be, in a society which has room for people 
of all kinds and combinations of skill, capacity, and 
motivation? If this is our goal, we must be cognizant 
of psychodynamics, of the way in which the human 
personality is formed, and of the mental mechanisms 
and the detenses that determine behavior. Such knowI- 
edge enables us to work more purposefully in rehabili- 
tation. It is the role of the psychiatrist in rehabilitation 
not only to treat patients who require his special skills 
but to serve as a consultant to the rehabilitation team 
and to clarify those influences which in general and in 
particular prolong convalescence and, indeed, make 
this a never ending phenomenon. 


Psychological Hazards of Disablement 


Unfortunately, there is no blueprint to be followed 
for dealing with or avoiding the psychological haz- 
ards of disablement. Each patient is unique, moulded 
by his past history, colored by his environment, im- 
bued with goals and values as various as they are 
complex. But there are certain guides to understand- 
ing how and why the individual reacts to stress in a 
particular way and, if these are utilized early enough 
and consistently enough, the task of the rehabilitation 
team can be facilitated. 

Let us examine briefly some of the psychological 
forces operative in physical disability. It was formerly 
believed that various disabilities brought a fairly con- 
sistent pattern of psychological reaction. The tubercu- 
lous patient was said to be euphoric; the deaf person 
inclined to paranoid behavior; the one whose disease 
was located below the diaphragm vulnerable to de- 
pression. It is now recognized that the psychological 
reactions of patients to any type of illness depend 
largely on their previous personality make-up. The 
same is true of reactions to trauma. Some individuals 
recover quickly; a few develop serious emotional diffi- 
culties; and there is a wide range of reactions between 
both these extremes. The degree of emotional dis- 
turbance is by no means directly related to the intensi- 
ty of the trauma; you have experiences of this kind 
every day. It is related, however, to the meaning of 
the trauma to the person concerned. There may well 
be patterns of defeat in the personalities of patients 
which delay physical reablement and social readjust- 
ment for a long period, and even indefinitely. 

Human motivation is a curious process, for it is 
based on unconscious, as well as conscious, needs. It 
is therefore not a simple thing to motivate a patient 
to work toward his own recovery, although certainly 
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an atmosphere of optimism and high morale in the 
therapeutic team helps enormously. The situation is 
complicated, however, by basic human needs: needs 
for love and attention, dependency strivings and strug- 
gles against them, feelings of hostility, and feelings of 
guilt. These patterns are found in the development of 
every individual and difficulties arise when they have 
been imperfectly resolved in the course of maturation. 
Sudden physical disaster and, even more insidious, 
physical attrition, reactivates conflicts, threats, and 
anxieties of long ago. There may well be a retreat to 
a more comfortable antecedent state contrived early 
in life to minimize anxiety and pain. The adverse psy- 
chological impact of disablement is in fact greatly 
enhanced when it actually or symbolically recapitu- 
lates conflicts of childhood. The individual tends to 
revert to immature methods of handling them and his 
rehabilitation problems are compounded. 

The rehabilitation team should be alert to these 
forces which impair motivation. The disabled individ- 
ual may equate service from others with love and 
attention previously denied him. He may equate it 
with punishment of those who neglected him in the 
past. He may equate the helplessness it symbolizes 
with retribution for his own hostility and guilt. Just 
as the victim of sudden disablement must work through 
the inevitable depression he feels, so he must work 
through his dependency needs before he can go on to 
better things. In some instances a certain degree of 
dependency will be inescapable; the patient cannot be 
entirely self-sufficient and he must be encouraged to 
accept this. He must also be encouraged, however, to 
develop new skills and interests. The real problem of 
rehabilitation consists in helping the patient realize 
and accept that the emotional rewards of fuller func- 
tion are greater than any secondary gains derived 
from dependency. Here is the watchword; if you can 
do this, your work is a success, no matter what else 
you accomplish. 

Throughout the period of convalescence, depend- 
ency problems will present themselves again and 
again. Even patients who are making excellent prog- 
ress will have occasional lapses in that direction, re- 
questing help or assistance in tasks they have already 
mastered. Such patients need support and reassurance 
so that they can go on to learn new tasks. As difficult 
as the overtly dependent patient, and sometimes more 
so, is the patient who denies his disability and denies 
his dependency needs entirely. An unrealistic insist- 
ence on independence and self-sufficiency also leads 
to defeat. Underlying it may be a real need for sup- 
port and a need to be punished for it. As Menninger ' 
has noted in this connection, for these patients a pro- 
gram of graduated activities within their capabilities 
is of great importance. This will help shield them from 
the mistakes they will make and the humiliation they 
will suffer if they are allowed to proceed as paragons 
of courage, if not of prudence. 
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Accepting a Handicap 


So it is that the permanently disabled patient must 
neither surrender to his handicap nor deny that it ex- 
ists. Accepting the disabled self is the decisive step 
on the road to rehabilitation. The difficulties of ac- 
cepting this new self should not be minimized, how- 
ever. There is a body image involved in it that sub- 
tends the individual’s conception of his own person- 
ality and his relations with others. The image has been 
built up from infancy and it contains many irrational 
and symbolic associations from infancy and childhood. 
These associations linger in the deeper recesses of the 
mind; they contribute to exaggerated emotional re- 
action to injury or loss of parts of the body, to exces- 
sive fear or depression with minor disabilities to imma- 
ture childish behavior that blocks rehabilitation. 

Hence, in addition to making an adjustment to 
certain real limitations and adaptations imposed by 
the disability, the patient must work through to a re- 
vision of his body image, his conception of himself, 
and his relations to others. This is a process which 
may well rekindle old conflicts and painful associa- 
tions, so that the individual reverts for a time to im- 
mature patterns of behavior. That it is a natural proc- 
ess and one that should be accented svmvathetically 
by the rehabilitation worker is self-evident. The prob- 
lem is to work with the more mature aspects of the 
personality to prevent any chance of chronic regres- 
sion and to support the patient through the crisis. 

In general, the more immature the individual, the 
more pathological his reaction to physical disability. 
Frustrations imposed by it can be inordinately stress- 
ful, even in the face of excellent remedial and rehabil- 
itative measures, Particularly in the earlv staves of 
disablement. when the extent of the residual handi- 
cap cannot be estimated. it is important to foster the 
proper psychological climate. Uncertainty of the out- 
come may foster vague but distressing anxiety, and 
this may continue long after the situation has been 
clarified and after the prognosis has been found to be 
better than expected. 

Generalized anxiety has a blocking effect on reha- 
bilitation efforts. This is true whether it comes from 
the patient’s insecurity and uncertainty over his fate, 
from the symbolic significance of his condition, or 
from unconscious motivations which bring him under 
the voke of the secondary gain of symptoms. A chronic 
disability may weaken personality integration because 
of the anxiety it constantly evokes. As a result, the 
patient may confuse functions which are actually im- 
paired with those which are not. The same aspects of 
disability which interfere with mastery of physical 
environment may impair social behavior. Impaired 
locomotion, or an impaired sense organ, may force 
a change in social relationships. The ensuing frustra- 
tions can be reduced by prostheses and the develop- 
ment of new skills. But much depends on the patient's 


REHABILITATION—BRACELAND 


213 


own orientation and his will to keep trying in the 
face of initial difficulties and failures. Establishing sat- 
isfactory relations with other people is of tremendous 
importance, though it depends on the attitudes and 
responses of these others, as well as on those of the 
patient. Here the need of fostering wholesome family 
attitudes and responses cannot be over-emphasized. 

In all treatment situations various emotional reac- 
tions are set in motion within the patient and in those 
who are handling him. These reactions may be psy- 
chonoxious instead of psychotherapeutic. When diffi- 
culties arise which seem to threaten the progress of the 
rehabilitation effort, the patient is usually blamed for 
it. The blame is not always his; it sometimes accrues 
to the person who is trying to help him. Psychiatrists 
recognize this development in therapy; they recognize 
their own contribution to it and allow for it. It need 
not be viewed as a threat to the therapist or the pa- 
tient. It simply calls for understanding examination. 
This is one of the earliest and most useful lessons the 
young psychiatrist has to learn—the effects of his own 
attitudes in a given situation. It has been noted many 
times that patients are aware of the attitudes of the 
staff, even though these are neither verbalized nor 
otherwise openly expressed; that patients look for 
social acceptance and are alert to signs of rejection; 
that to patients the attitudes of the staff represent a 
cross section of attitudes of the larger world toward 
them. Their reactions to staff attitudes are expressed in 
positive or negative attitudes to the workers in the 
center. These reactions vary from dependence and 
affection to hostility and negativism. In these situations 
again, psychiatry has something to offer through the 
medium of staff conferences. 


Role of Rehabilitation Worker 


It is unwise for the rehabilitation worker unskilled 
in psychiatric techniques to undertake meddlesome 
psychotherapy in a potentially explosive situation. 
At such a time expert advice is imperative. We have, 
in psychiatry, a very troublesome group of problems 
falling into the classification of traumatic neuroses and 
having their onset after acute physical or psychic in- 
jury. Sometimes there is a considerable lapse of time 
before the neurotic symptoms appear. In any event, 
they are usually altogether out of proportion to the 
severity of the trauma. Elements of secondary gain 
are readily seen and, depending on predisposition, a 
psychopathological picture of a specific kind may well 
appear. An essential principle in the treatment of these 
cases is prompt institution of psychotherapy, for prog- 
nosis worsens with the passage of time. This is partic- 
ularly so in cases in which compensation may be 
forthcoming. Laughlin * has written some illuminating 
pages on this problem. He states, in effect, that what 
the individual craves is not only the material com- 
pensation but also the satistaction of strong, deeply 
hidden, dependency needs and the abrogation of re- 
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¥et; from the-outset the: patient balks at- treat- 
ment. What he achieves from a lower level of adjust- 
ment seems to be worth far more to him symbolically 
than the greater financial and personal reward that in- 
dependence could supply. He is, therefore, loath to 
accept psychiatric treatment, persists in trying to 
prove his disability, and is affronted by the idea that 
psychological factors are contributing to his disability. 
Even if he agrees to try psychotherapy, his resistances 
continue. An expert therapist is needed to deal with 
these resistances and help the patient resolve them. 
Conflicts must be recognized and faced by the patient 
despite the anxiety and discomfort temporarily re- 
leased. Recovery depends on the acceptance of the 
conflicts, on ensuing processes of desensitization, and 
on the overcoming of irrational nonrealistic elements. 

There are, however, many other situations in which 
the well-trained rehabilitation worker, skilled in inter- 
personal relations and abreast of the psychology of 
disability, can do excellent work. Basic to his effort is a 
principle laid down in the aforementioned work of 
Menninger ' that the disability is not so much what 
the examiner perceives it to be, as it is what the patient 
perceives it to be. The rehabilitation worker can dis- 
cover this dynamic element only by getting to know 
the patient, by talking to him and listening to his 
problems, and by determining what the goals and 
values of the patient have been and whether these 
must now be altered. The physically disabled person 
tends to find that some psychological maneuvers, use- 
ful in the past, are now no longer so. He may have 
been satisfied formerly when running up against a 
difficult situation to beat a reluctant retreat; or he may 
have found it easy to lower his level of aspiration 
when certain goals were apparently impossible of at- 
tainment. This is not a good philosophy in all matters. 
Objectives, while they may have to be changed, are 
nonetheless essential. The handicapped person needs 
to strive persistently for goals which are attainable if 
he works hard enough; and he needs to try out many 
ways of reaching them instead of just one. The reha- 
bilitation worker has a vital role to play during this 
phase of the program. Not that he should set the pa- 
tient’s goals; but he should help the patient set his 
own goals, goals within his remaining capacities, and 
goals which once set should then be accepted and 
reached. Persistence and variability in approach are 
essential. So is the cultivation of efficient habits while 
strong motivation exists. 

General principles of learning yield valuable in- 
sights and suggestions for rehabilitation. So do tech- 
niques and procedures of psychotherapy, which can 
create favorable conditions for learning new and suc- 
cessful adjustments to disability. It is important at 
all times to look upon the handicapped person as a 
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trends may assert themselves in the 
personality of the handicapped as a result of the 
medical tags they bear. All branches of medicine 
show an unfortunate preoccupation with symptoms 
and labeling and with attempts to equate diagnosis 
and treatment. Menninger has emphasized this partic- 
ularly for psychiatry, but his observation is germane 
to what we are talking about here: 

“To say that a patient has schizophrenia is both un- 
scientific and improper; unscientific because we are 
being precise about something that is highly amor- 
phous, improper because we are damning the patient 
with a title that will hurt him forever.” 

Even in other areas it is certainly true, as Mennin- 
ger pointed out, that to say a patient has such and 
such a disease often bears no logical relationship to 
what ails the patient and how he should be treated. 
Labeling of this kind, though it appears scientific and 
necessary, carries with it the danger that we may try 
to treat the disease instead of the patient. Let us not 
forget that the epileptic, the athetoid, the amputee may 
find it difficult to conceive of himself as an epileptic, 
an athetoid, an amputee and as a human being—all in 
the same distorted image. 

There is a place for inspiration, too, in the rehabili- 
tation of the disabled. The patient needs encourage- 
ment in his difficult task of regaining lost functions or 
developing new ones. The power of mind over body 
for the relief of symptoms has always been recognized. 
All treatment was once a form of mental therapy or 
faith healing. The medicine man, with his extraordi- 
nary costume, his impressive paraphernalia, and _ his 
ritualistic behavior, tried to cultivate an atmosphere 
of hopefulness for recovery. His successes, and they 
were many, were attested to by awed and grateful 
patients. As for his failures, also many, let us say with 
Haggard * that “the dead give no testimonials.” The 
point is this, however: that creating a therapeutic cli- 
mate is proper to the art and science of medicine. 
From the statements of disabled patients, it is clear 
that simple and fundamental, unorganized, and even 
naive psychotherapy often inspires them to search and 
work for a more normal way of life. During the war 
observers noted two influences which, when operating 
on the personalities of men, were of the greatest im- 
portance in preventing neuroses and chronic disability. 
These influences were high individual motivation and 
high group morale. Men who were strongly motivated 
or who were sustained by the morale of the group 
overcame fears and difficulties quickly, for they could 
let neither themselves nor their colleagues down, Sure- 
ly a vital aspect of the work of rehabilitation person- 
nel is to promote these influences which not only moti- 
vate and move patients so profoundly but also help 
rescue them from the dread isolation which seems 
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to weigh upon them, from the apathy often imposed 
by serious personal loss, and from the hopelessness 
which shrouds the future. 


Spirit of Rehabilitation Team 


I submit that inspirational programs are acceptable 
and necessary. However, to inspire a person to high 
motivation it is necessary to believe in one’s program 
and to be convinced of the importance of one’s task. 
The team spirit is of great importance; it is born of 
the close collaboration of all members of the team 
who form a competent, homogeneous unit, and give 
of themselves freely to the common task. Patients are 
extremely sensitive to the spirit of the team, and they 
are adversely affected if that spirit is evanescent. Work 
in progress in mental hospitals demonstrates persua- 
sively the great importance of interpersonal influences 
in the management of patients.” From many points 
of view a rehabilitation center, like a mental hospital, 
is an interacting system in which the activities and at- 
titudes of each participant affect those of all. It has 
been found that an excellent association between a pa- 
tient and a physiotherapist may act as a stimulant to 
motivation when all other methods seem to fail. It 
has been found that a careless remark by a physician 
may throw a patient who has been making good prog- 
ress into anxiety or depression.* Such accidental occur- 
rences can be highly noxious to the entire rehabilita- 
tion team as well. 

High group morale should indeed be the watch- 
word of every treatment group. If it is lacking, the 
rehabilitation center is in danger of becoming a ware- 
house for expensive gadgets and work-a-day attitudes. 
If morale is high, it will spark the will to live and 
to become proficient in living, no matter what the 
handicap. The response will be more than rewarding 
to the devoted team of workers who create an atmos- 
phere for recovery. It is the physician who must set 
the example for his team and for his patient. The phy- 
sician is certainly the most powerful force in the re- 
habilitative process outside of the patient. He is to the 
patient not only a doctor of medicine, possessed of 
vast knowledge and great technical skills, but a figure 
of authority reaching the dimensions of omnipotence. 
The cast he assumes depends on the patient’s depend- 
ency needs and his quest for parental figures. The 
physician must be alert to this imposed role, for it 
may retard the restoration of the patient. He must be 
sure that the doctor-patient relationship remains on a 
therapeutic level, in accord with realities of the situa- 
tion, rather than with magical thinking that so easily 
asserts itself in the mind of man. 

The psychological problems of rehabilitation are 
so many and so diversified that the psychiatrist cannot 
and should not arrogate to himself more than a small 
portion of them, The major job must be done by the 
rehabilitation team. There are other key groups in the 
community which can make a contribution in preven- 
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tive psychiatry; the general physician in his work with 
families; specialists in their treatment of the patient; 
nurses who care for the patient in the early days of 
disaster. What each of these tells and does to the 
patient can affect his motivation and his future. All 
such groups need a basic psychiatric orientation to be 
used on a conscious basis. It has been pointed out, 
quite correctly, that using this psychiatric orientation 
haphazardly or unconsciously is much less effective 
than basing it on a lucid awareness of the psychologi- 
cal forces which usually operate in the newly disabled 
individual.’ Although emotional first aid may be nec- 
essary and emotional support is required, it is well 
to remember that the patient usually has within him- 
self the restorative potentialities needed and_ that 
naive interference may complicate the healing process. 
Further than this, too rapid removal of the emotional 
symptoms may jeopardize the outcome. All those who 
deal with disabled patients should understand such 
basic principles and keep within their area of compe- 
tency, lest they aggravate the emotional difficulties 
that invariably arise for a time at least. 

The psychiatrist is but one of the team of specialists 
and auxiliary workers active in the rehabilitation field. 
Although he must assume important diagnostic and 
therapeutic functions in the more difficult and com- 
plex cases, his role is predominantly advisory and edu- 
cational. His contribution should grow with advances 
in his specialty, particularly in the area of social psy- 
chiatry as it opens up new possibilities for treatment 
and prevention. The task imposed upon those of us 
who are privileged to treat our fellow man is as un- 
ending as is the search for wisdom. Every insight we 
attain reveals the existence of more questions to be 
answered, more mysteries to be revealed. Reality, in- 
cluding man’s own, is inexhaustible. So, too, are the 
uses of adversity. Let us be prepared to make these 
our servants, not Our masters. 

200 Retreat Ave. (2). 
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RESIDUAL DISABILITY OF PHARYNGEAL AREA RESULTING 
FROM POLIOMYELITIS 
CLINICAL MANAGEMENT OF PATIENTS 


James F. Bosma, M.D., Salt Lake City 


Despite the earlier clinical impression of relatively 
good motor recovery from bulbar poliomyelitis, if the 
patient has survived,’ there is a progressive accumu- 
lation of patients having clinically significant residual 
disability in the pharyngeal area following this dis- 
ease. A group of 33 child and adult patients having 
poliomyelitic disability of the pharynx has been ob- 
served by standardized clinical and roentgenographic 
procedures and is the subject of additional clinical 
reports.” The motor disabilities of the pharynx of these 
patients result from a marked variety of particular 
muscle weaknesses and, also, are variably combined 
with residual impairments of respiration or of gen- 
eral motor function of trunk and extremities. 

The physician responsible tor the continued care 
of these patients having continued disability in the 
pharynx is concerned with particular handicaps of 
performance and their relief or amelioration. Accord- 
ingly, the following clinically useful classification of 
impairments of the mouth-pharynx area has been 
devised. 

Classification of Motor Disabilities 


Deficiencies of General Motion of the Tongue- 
Hyoid-Larynx Column.—Understanding of motor per- 
formance end disabilities in the pharynx depends upon 
recognition of the role of the tongue-hyoid-larynx 
column. In the human, the muscles suspending the 
pharynx, larynx, and the posterior portion of the 
tongue converge upon this articulated structure (fig. 
1 and 2), whose general motions are essential to 
usual manner of performance of swallowing, and are 
normally involved in speech. The valvular mecha- 
nisms of the pharynx and larynx are integrally re- 
lated to the general motions of this column in relation 
to the cervical spine and posterior skeleton of the 
face. Thus, the support of the bolus in the swallow- 
preparatory position within the mouth and its con- 
trolled conveyance into the pharynx, the apposition 
of the palatopharyngeal folds to prevent penetration 
of the bolus into the epipharynx, the closure of the 
larynx, and the opening of the hypopharyngeal sphinc- 
ter are all essentially associated with the general mo- 
tions of the tongue-hyoid-larynx column accomplished 
by its suspensory musculature. This vertical motion 
is greater in the older child and adult than in the 
infant, in correlation with the descent of the pharynx 
and related structures, in developmental elongation 
of the neck. Some clue to deficiency of strength of 
elevation of the tongue-hyoid-larynx column is pro- 
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The most commonly identified poliomyelitis 
paralysis in the area of the pharynx is that of the 
constrictor musculature. More and more patients 
have clinically significant residual disability in 
the pharyngeal area following this disease. The 
motor disabilities of the pharynx of these pa- 
tients result from a marked variety of particular 
muscle weaknesses. Understanding the motor 
performance and disabilities in the pharynx 
depends upon recognition of the role of the 
tongue-hyoid-larynx column. The optimal time 
of initiation of efforts of motor rehabilitation is 
soon after the acute phase, as soon as coopera- 
tion of the patient can be achieved. 


vided by observation of the exceptionally dependent 
position of this column and the associated structures 
of the pharynx in lateral or posteroanterior roentgeno- 
grams; the latter projection may also demonstrate a 
lateralward displacement of the radiopaque-medium- 
outlined valleculae and floor of the hypopharynx as 
well as a possible angulation of these structures from 
the transverse plane.“ The significance of the general 
elevation of this colume for the swallowing perform- 
ance is well demonstrated in circumstances of rela- 
tive deficiency of its elevating musculature. A stand- 
ard clinical maneuver for evaluation of strength of 
this elevation is that of clasping the column with the 
examiners thumb and first finger approximated in 
the notch between hyoid bone and thyroid cartilage 
and exerting traction downward. In subjects having 
normal strength of its elevation, the column is ab- 
ruptly lifted from between the clasping fingers. But, 
in those having weakness of the suspensory muscula- 
ture, the column remains in a relatively dependent 
position. The swallowing effort associated with this 
impaired elevation fails. This failure may be general, 
with retention of the bolus in the pharynx and its 
spill upward through the palatopharyngeal isthmus 
and also into the larynx, or the pattern of swallow 
disability may differentially demonstrate deficiency 
of approximation of the palatopharyngeal folds or 
failure of opening of the hypopharyngeal sphincter, 
possibly with secondary spill through a persistently 
patent larynx. The extent and performance adequacy 
of motions of the tongue-hyoid-larynx column in swal- 
lowing can be evaluated by roentgen fluoroscopy. By 
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reason of the multiplicity and complexity of these 
motions, they are more satisfactorily studied by timed 
film exposures or cinefluorography. Standardization of 
the subjects’ position during roentgenographic studies 
of motion is important, as the relative extent of mo- 
tions of these structures upward and anteriorward 
differs with the subjects’ position; there is more an- 
teriorward (ventrad) motion if the subject is in supine 
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Fig. 1.—Lateral wall of pharynx from lateral aspect. Tubal 
cartilage and auditory canal are transected. Note suspensory 
arrangement of stvloid, palatal, submental, and digastric 
muscles. 


rather than in vertical position. In some patients hav- 
ing deficiency of strength of elevation of the tongue- 
hyoid-larvnx column, there is an interesting dispro- 
portionate anteriorward motion of this column with 
the patient in upright position in apparent compen- 
sation for the deficiency of its upward motion (fig. 3a). 

Impairment of Control of Delivery of Food into 
the Pharynx.—In the clinical circumstance of deficient 
support of the tongue and hyoid by its suspensory 
musculature, the “sizing” and conveyance of bolus 
to the swallow-preparatory position * by a temporally 
separate maneuver into the mesopharynx may be 
impaired or accomplished only by unusual adaptive 
motions of the tongue. In the circumstance of polio- 
myelitic impairment of the tongue and the irregularly 
distributed atrophy which is typically associated with 
it, these swallow-preparatory maneuvers are typically 
severely impaired. 

If there is marked disability of tongue support or 
of the tongue itself, the patient may engage in a 
characteristic series of posture adaptations wherein 
the head is anteflexed during mastication so that the 
food remains in the anterior portion of the mouth 
and swallowing is initiated by abrupt upward tilt of 
the head, decanting the food as an unquantified mass 
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into the pharynx (fig. 4b). Characteristically, the pa- 
tient with deficient control of the oropharyngeal ori- 
fice avoids eating in any but the upright position to 
diminish the risk of premature spill of food into the 
pharynx. The mechanism and adequacy of motor con- 
trol of the oropharyngeal orifice are best evaluated 
by means of lateral roentgenograms of the subject in 
supine position with bolus in mouth. These are par- 
ticularly useful in evaluating the defense of the phar- 
ynx against premature entry of food from the mouth. 

Abnormal Patency of the Palatopharyngeal Isthmus. 
—Incident to swallowing, the palate demonstrates 
three consecutive actions: (1) an approximation to 
the elevated tongue by which the bolus is held in 
preparatory position (fig. 3a), (2) an enclosing ac- 
tion of the palatopharyngeal folds during conveyance 
of the bolus into mesopharynx, and (3) angulation 
upward away from the tongue, in correlation with 
the final elevation of the pharynx, as the bolus pene- 
trates the hypopharyngeal sphincter (fig. 3b). Roent- 
genographic evaluation of prevention of ascent of the 
bolus in the palatopharyngeal isthmus and potential 
“nasal regurgitation” must be made during the phase 
of conveyance of the bolus between the tongue and 
the combined palate and palatopharyngeal folds into 
the pharynx (action 2, as noted above). The final 
position of the palate in swallowing gives little clue 
to its contribution to containing of the bolus. 
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Fig. 2.—Lateral wall of pharynx from medial aspect. Tip of 
tubal cartilage is excised to show orivin of salpingopharyngeus 
from inferior aspect of cartilage. 


There is surprisingly incomplete correlation be- 
tween visually observed abnormalities of motion of 
the palate and the palatopharyngeal folds during 
phonation and their adequacy in preventing pene- 
tration of the bolus through the palatopharyngeal 
isthmus. Thus, a unilateral weakness of the palato- 
pharyngeus may be associated with an adequate func- 
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tion of the palate and palatopharyngeal folds in swal- 
low as result of compensation by the contralateral 
palatopharyngeus or by the sphincter action of the 
pharyngeal constrictor muscle. 

Obstruction at the Hypopharyngeal Sphincter.—The 
motor mechanism of the opening of the hypopharyn- 
geal sphincter in the normal subject is not completely 
understood. It is apparent that, in usual modes of 
swallowing, elevation of the larynx is essential but 
elevation of the lateral pharyngeal walls is not essen- 
tial to this part of the swallowing performance. Upon 
the basis of roentgenegraphic observations in patients 
demonstrating varicus patterns of postpoliomyelitic 
disability of the hypopharynx,*’ it has been inferred 
that the cricopharvngeus muscle contributes an es- 
sential vertical traction upon the sphincter. 

An additional sphincteric arrangement in this area 
‘s that of the upper rim of circular fibers of the esoph- 
agus. In the swallowing action of normal subjects and 
of those poliomyelitis patients who have no obstruc- 
tion at the hypopharyngeal sphincter, the sphincter 
typically opens to its broadest diameter immediately 
and continually, and there is no clue to a separate 
mechanism or circumstance of closure by the esopha- 
geal musculature. In one of the poliomyelitis patients 
with continued partial obstruction at the sphincter, 
there was noted an intrusion into the sphincter area 
from the posterior wall resembling that described by 


Fig. 3.—Bolus in hypopharynx and esophagus. Lateral roent- 
genogram (a) of normal swallowing process in adult subject 
showing opaque bolus in preparatory position. Palate is pressed 
downward and forward to approximate tongue closing the 
retro-oral portal. Palate is lifted high (b), still in juxtaposition 
with tongue, which is elevated and extended to posterior 
pharyngeal wall. Hyoid (at square) is at its maximal displace- 
ment upward and ventrally. 


Brunner.’ In another, there was a gross exaggeration 
of the rounded eminence of the cricoid cartilage and 
associated muscles protruding posteriorward into the 
hypopharynx and sphincter area. 
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In the absence of a consistently identifiable para- 
lytic disability found in association with persistent 
occlusion of swallowing at the hypopharyngeal sphinc- 
ter, a variety of alternative explanations must be con- 
sidered. A possible explanation is that of contracture, 
hypertrophy, or fibrosis of the cricopharyngeus or 
adjacent circular esophageal musculature. Strong evi- 
dence against this possibility is the normal emesis 
stream which these patients typically demonstrate. 
Also, extensive dilatation of the sphincter area has 


Fig. 4.—Abnormalities in swallowing in 8-year-old boy 6 
months after acute poliomyelitis. Lateral view (a) of bolus de- 
canted from mouth into pharynx. Marked and irregular Giminu- 
tion in mass of tongue is shown by irregular contour (at series 
of dots) of inferior border of bolus in mouth. Weakness and 
diminution of mass of tongue are shown further by irregular 
lingual border of portion of bolus in mesopharynx. Later stage 
of swallowing (b). Mass of medium is retained in pocket of 
atrophy of tongue. Hyoid (at square) is now moveu cephalad 
and ventrad, posterior wall of mesopharynx and hypopharynx 
is moved ventrad, and hypopharyngeal sphincter is widely open. 
Palate, which at this stage of swallow is normally elevated, in 
this patient remains lax and pendant, reflecting weakness of 
levator veli palatini. Incident to constriciion of pharynx, there 
is regurgitation of bolus upward in palatopharyngeal isthmus 
(ac arrow), Gespite open fy popnaryngear 


not achieved significant relief of swallowing disability 
in two of the patients in this study. Kaplan’ has re- 
ported abrupt relief of total dysphagia, as a sequel 
of poliomyelitis, in one patient immediately after ver- 
tical incision of the cricopharyngeus muscle; the prob- 
lems of evaluation of improvement as result of thera- 
peutic procedure in this clinical circumstance have 
been discussed elsewhere.*" 

The varieties of systemic entities associated poten- 
tially with inflammation and fibrosis of the muscula- 
ture in the area of the sphincter, such as scleroderma 
with involvement of the esophagus,” myoporphyria,’ 
and paroxysmal hemoglobinuria,” have been consid- 
ered and differentially excluded in these patients. 
Likewise, the Plummer-Vinson syndrome, more re- 
cently termed “sideropenic dysphagia,” has been 
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excluded. The separate possibility of swallow-inhibi- 
tory influences from the mucosa of the hypopharynx 
chronically inflamed, in association with stasis of 
secretions, or of inhibitory afferent influences from 
the adjacent esophagus have also been considered, 
but this disability has persisted in the face of repeti- 
tive and prolonged cocainization of the mucosa in 
both areas. A further possible explanation of failure 
of opening of the hypopharyngeal sphincter is that 
of coordinative impairment, by which the extraor- 
dinarily consistent pattern of sequential activation of 
the musculature in the pharynx area accomplishing 
swallowing '" is interrupted as a result of encephalitic 
lesions disseminated within the reticular substance 
of the brain stem. 

A coordinative disability of the larvnx has been 
identified incident to studies of speech pathology in 
these patients in whom function has been impaired 
by poliomyelitis.'' In studies to date, it has not been 
possible to distinguish objectively the automatic and 
uniform coordination of reflex swallow so that it could 
be identified in clinical work in comparison with ap- 
parent valid effects or simulations of swallowing 
which the subjects may employ while under study 
for their disability. A possible other explanation is 
that of a “functional” disability of swallowing which 
may be continued as an anatomically and physiologi- 
cally inappropriate persistence of an “organic” failure 
of swallowing. The distinctive affective reaction and 
adjustment of persons long deprived of this important 
function is of much significance in their continued 
disability.** 

Abnormal Penetration of the Larynx.—By embryonal 
derivation and association of coordination, the aryte- 
noid apparatus controlling the laryngeal aditus is 
integrally related to the musculature of the pharvnx. 
The precise mechanism of relation of the typically 
associated closure of the aditus and opening of the 
hypopharyngeal sphincter is not vet entirely clear. 
Unfortunately, for purposes of this study, it was diffi- 
cult to evaluate motion in the arytenoid area roent- 
genographically, by reason of incomplete calcification 
of the arytenoid cartilages in the majority of our sub- 
jects and, also, by reason of superimposition in lateral 
roentgenograms of the radiopaque medium outlining 
the lateral pharyngeal recesses. This was particularly 
the case in those patients in whom the lateral pharyn- 
geal recesses were paralytically enlarged and expand- 
ed anteriorward at the sides of the larvnx. The lateral 
roentgenograms did demonstrate obliteration of the 
laryngeal vestibule late in the pharyngeal stage of 
swallowing as the bolus was penetrating the hypo- 
pharynx and sphincter. In some normal subjects this 
obliteration was incomplete, and, thus, it was more 
difficult to specify abnormality in those poliomyelitic 
patients in whom this final stage of elevation and 
approximation within the tongue-hyoid-larynx column 
was paralytically impaired. Penetration of fractions 
of bolus into and through the larynx typically oc- 
curred secondarily as an overflow from the hypo- 
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pharyngeal pool. In a few patients having persistent 
occlusion at the sphincter and accumulation of a con- 
siderable hypopharyngeal pool incident to demon- 
stration of swallow efforts, the arytenoid apparatus 
was apparently normally successful in closing the 
laryngeal aditus. 

Weakness of the Constrictor Musculature of the 
Pharynx.—The most commonly identified poliomyelitic 
paralysis in the area of the pharynx was that of the 
constrictor musculature. This varied in degree and 
pattern of distribution and in associated evidence of 
performance disability. In the circumstance of asym- 
metrical weakness, there was a striking traction of 
the weaker pharynx wall toward the stronger side, 
which apparently resulted in diminution of the laxity 
on the paralyzed side, in partial compensation for 
the weakness. The possible contribution of the con- 
strictor muscle to apposition of the palatopharyngeal 
folds and its compensatory role in association with 
unilateral weakness of the palatopharyvngeus have 
been mentioned above. It is apparent that in the cir- 
cumstance of weakness of the constrictor muscle at 
this level, abnormal patency of the dorsal portion of 
the food channel will occur. 

Correspondingly, the contribution of the constrictor 
muscle to closure at the upper rim of the palato- 
pharyngeal isthmus in the modulation of speech is 
probably critical and, in the circumstance of defi- 
ciency of constriction at this level, there may be an 
abnormal nasality of certain elements of phonation 
despite visibly and roentgenographically normal mo- 
tions of the palate in these phonation maneuvers. 

Unilateral or bilateral weakness of the constrictor 
of the hypopharynx results in significant performance 
disability, for portions of bolus may be trapped in 
the expanded and dependent lateral pharyngeal re- 
cesses. In the circumstance of incomplete swallowing, 
successive efforts may be required to clear the pharynx. 
In some patients, it is apparent that this further exer- 
tion is an important factor in fatigue limitation of 
swallowing at mealtimes. Incidentally, there is com- 
monly a persisting hypopharyngeal pool in these sub- 
jects, causing a “bubbling” distortion of voice. 

Compression of Pharynx by Malposition of Head 
and Neck.—A_ distinctive mechanism of pharyngeal 
disability in patients having extensive cervical seg- 
mental impairment in poliomyelitis is that resulting 
from severe lordosis of the cervical spine and ante- 
Hexion at the craniovertebral articulation so that the 
pharynx is compressed and occluded between the 
spine and the posterior structures of the face. This 
mechanism has been studied by Merritt and associ- 
ates," who demonstrated that the occlusion of the 


pharynx could be relieved by traction and external 
support apparatus applied to the head. 

In general, the spatial relations of head and neck 
are of considerable importance in performance of the 
partially impaired pharynx. In the position of exten- 
sion at the head, for instance, the elevation of the 
tongue-hyoid-larynx column relative to the posterior 
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skeleton of the face may be insufficient and the swal- 
low thus fail, apparently by a mechanism analogous 
to that of downward traction upon the column by 
the clasped fingers of the examiner described above as 
a clinical evaluation maneuver. 


Mechanisms of Exaggeration of Disability 


The motor disabilities of the pharynx and related 
structures were found to be the resultant of a variety 
of factors in addition to specific poliomyelitic weak- 
nesses and contracture and atrophy of the participat- 
ing musculature. The additional mechanisms which 
may be superimposed to exaggerate the disability are 
classified below. 

Nutritional Deficiency.—Acute poliomyelitis is com- 
monly prolonged and prostrating, and alimentation 
is resumed in the face of a considerable nutritional 
deficiency. The passage of a naso-oral catheter may 
occasion much distress and resistance on the part of 
the patient, and adequate nutritional restitution may 
thus be delayed. Recovery of adequate swallowing 
occurs at various times in convalescence from severe 
bulbar poliomyelitis, and a natural tendency of phy- 
sicians is to delay gavage feeding or performance of 
gastrostomy in anticipation of this achievement. Mean- 
while, the patient's general motor recovery may be 
progressively retarded by nutritional failure. 

Stasis of Secretions.—The normal performance of 
the pharynx is effective not only in initiation of ali- 
mentation and in modulation of respiration but also 
in facilitation of movement of secretions from middle 
ear, eustachian tube, and nasal cavity into the pharynx, 
from whence they are conveyed with the bolus. The 
“milking” action of the paired leverator muscles upon 
the eustachian tubes incident to their contraction in 
elevation of the palate is familiar.** Negus '* describes 
an analogous progressive constriction of the palato- 
pharyngeal isthmus facilitating expression downward 
of the secretions accumulated in the nose and upper 
pharynx. The most critical and striking area of stasis 
of secretions is that of the hypopharynx, which, in 
patients having persistent occlusion of the hypo- 
pharyngeal sphincter, is typically the site of a chronic 
inflammatory reaction. This has been demonstrated 
by indirect visualization and also by a distinct ten- 
derness in this area as explored by olive-tipped 
probes.** 

Intercurrent and Chronic Infections.—These patients 
experience a considerable exacerbation of disability 
at times of acute illness, so that a barely adequate 
swallow may be temporarily lost, or the larynx may 
be less capable of defending the tracheobronchial 
tree from penetrating bolus. By unfortunate coinci- 
dence, their acute respiratory illnesses are liable to 
become complicated and prolonged. Appropriate to 
the mechanical limitations of mobilizations of secre- 
tions, there is a greater liability to local exacerbation 
of an infective process such as otitis media, mastoid- 
itis, or paranasal sinusitis. 
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An additional mechanism of sustained infection 
which must be considered but cannot be separately 
evaluated is the chronic tracheobronchitis which some 
of these patients have, with or without continued 
tracheotomy, in sustaining or aggravating continued 
infection and inflammatory reaction in areas of the 
nose, pharynx, and mouth. 

Liability to Exaggeration of Disabii.ty by Fatigue.— 
The mechanical disabilities of swallowing and speech 
resulting from acute bulbar poliomyelitis en re- 
quire extraordinary exertion for a part’ iw per- 
formance. Also, repetition of the effort is commonly 
required, as in conveyance of bolus through the 
hypopharyngeal sphincter. The ™.;culature con- 
cerned in this effort is already wei.xened by polio- 
myelitis. We thus have an accumulation of factors 
predisposing to accumulation or exaggeration of the 
disability of swallowing or speech in these subjects. 
It is the factor of fatigue which causes prolongation 
of mealtimes or, in some subjects, a modified schedule 
of frequent small and briefer feedings. 

Psychological Response to Disability —The psycho- 
logical impact of acute severe bulbar poliomyelitis is 
perpetuated and compounded by continuing disabili- 
ties. There may be an exceptional head-neck relation 
which the subject assumes continually or at times 
of eating or of speech in compensation for disability 
of the mouth or the pharynx. It may be necessary to 
expectorate secretions frequently, and, in some pa- 
tients having severe associated disability of the tongue 
and lip, there may be frequent and profuse sialorrhea. 
Food is often taken tediously, perhaps with frequent 
expectoration of a portion of the diet. The individual’s 
social adaptation may be impeded by distortions of 
speech, such as marked nasality or associated dis- 
ability of articulation.'’ These multiple factors may 
accumulate to cause a progressive social withdrawal 
of the patient and restriction to a narrow range of 
familiar associates. Recovery of performance in the 
bulbar area may reach an inappropriate plateau as 
the result of reluctance to attempt further achieve- 
ments. This social withdrawal of the individual and 
lack of further rehabilitation goals at times prove a 
serious handicap to the therapeutic team, to which 
a patient may be brought late in this accumulation 
of handicapping mechanisms. 


General Principles of Rehabilitation 


It is apparent that the patient having moderate or 
severe motor disability in the pharyngeal area follow- 
ing bulbar poliomyelitis presents a unique composite 
of clinical problems which are often inextricably 
intertwined. Evaluation of therapeutic measures ap- 
plied to particular primary or secondary aspects of 
disability is difficult. Rather, it is to be recognized 
that the goal of general improvement of function is 
the result of multiphasic efforts of medical mainte- 
nance and particular specialized therapies. Quite ap- 
propriately, varied routines or combinations of therapy 
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prove effective in this circumstance. Conversely, thera- 
peutic efforts seemingly appropriate to particular 
motor impairments are found to be ineffective. 

The optimal time of initiation of efforts of motor 
rehabilitation is soon after the acute phase, as soon 
as cooperation of the patient can be achieved. Initial 
efforts probably should be directed only to familiar- 
ization with therapeutic routines and personnel. For 
the purpose of establishing productive relation be- 
tween the therapists and the patient, this relation 
should be established early in the recovery period 
so that the usual early increments of achievement 
can be accomplished in this circumstance of coopera- 
tion. 

It should be recognized throughout the therapeutic 
effort that day-to-day variations in performance are 
to be expected. Recog-ition of particular circum- 
stances of exacerbation of disability, such as acute 
infections or fatigue, will increase understanding of 
these variations, but it must be admitted that there 
are other mechanisms and circumstances of variation 
which are not separately identifiable. 

Rehabilitation procedures should not impede res- 
piration and thus cause recapitulation of the respira- 
tory obstruction and hypoxia which these patients 
had commonly experienced during their acute illness. 
For example, if the patient has become dependent 
upon the easier route of respiration via tracheotomy, 
the tube should not be abruptly occiuded but should 
be covered with an inspiration-access valve or else 
partially occluded. Correspondingly, the initial efforts 
of swallowing should be upon a small bolus of liquid 
material with the subject semirecumbent in supine 
position, to diminish risk of laryngeal penetration. 
The bolus in initial trial should be water or isotonic 
eodium chloride solution, even though in many sub- 
jects it will later be found that a semisolid bolus of 
gelatin, custard, or granular cereal is swallowed with 
less difficulty than water. 

In the patients having severe disability of swallow- 
ing, the better therapeutic access to ‘ie patient is 
through his speech. T' — speech therapist, who is par- 
ticularly oriented to this therapeutic problem, is a 
valuable member of the rehabilitation group. The 
early achievement of usable verbal communication 
is of much help in social rehabilitation of these pa- 
tients. In the varied performance of speech, there is 
available a succession of achievable therapeutic goals. 
Upon the basis of comparative roentgenographic stud- 
ies of motions in the tongue-hyoid-larynx column in 
phonation and swallowing, it is, therefore, highly 
probable that the routines of speech therapy con- 
tribute to the elements of motor function which are 
required for adequate swallowing function. There 
are also prospective therapeutic effects of speech ther- 
apy upon the motor performance of the larynx, 
pharynx, and mouth in recovery of valving action 
facilitating normal respiration. 
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In analogy to rehabilitation in other clinical cir- 
cumstances of acute neurological impairment, it is 
advisable that the patient be returned to his family 
and community when he is psychologically ready for 
this transition as well as grossly capable of sustaining 
himself independently by his own motor efforts within 
it. Incident to this gradation, the therapeutic meas- 
ures which are indicated and effectual in the indi- 
vidual patient should be continued if the therapeutic 
relation can be satisfactorily transferred to a family 
member or other familiar associate. At the time of 
this transition, it should also be anticipated that, in 
the more variable environment of the home and com- 
munity, the circumstances of exposure to intercurrent 
illness and of psychological distress under extraor- 
dinary circumstances of fatigue will all be amplified 
and the lability of performance thus exaggerated. 

1490 S. Second East (15). 


This study was aided by a grant from the National Founda- 
tion for Infantile Paralysis. 
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PENICILLINASE IN THE TREATMENT OF PENICILLIN REACTIONS 


Lieut. Commander Alexander M. Minno (MC), U.S. N. R. 


and 
Capt. George M. Davis (MC), U.S. N. 


Allergists inform us that today over 300,000 chem- 
icals or substances are in use in treatment of patients 
by the medical profession. For practical purposes, 
however, only approximately 1,000 of these are in 
common usage. Any of these 1,000 substances po- 
tentially can cause hypersensitivity or toxic reac- 
tions. The variety of these reactions continues to 
increase until, at this time, the present-day physi- 
cian must be informed not only of the multitudinous 
manifestations of the commonly known diseases but 
also of an ever-increasing chain of undesirable re- 
actions due to drugs themselves, Although almost 
every issue of some medical publications warns us 
of an undesirable effect from one of the newer 
drugs, the most frequent and common reactions con- 
tinue to be those in response to the two most com- 
monly used drugs, aspirin and penicillin. The fre- 
quent urticarias and serum sickness-like reactions 
due to penicillin continue to harass us and tax our 
ingenuity in managing these annoying and often 
serious iatrogenic displays. Penicillin, yearly sales 
of which in these United States can now be ex- 
pressed by the tons, is still the most commonly used 
antibiotic in all specialties of the medical profession. 
It is becoming rare and unusual to find a service 
recruit or serviceman who has not been given peni- 
cillin. Penicillin reactions have been variously esti- 
mated as occurring in from 0.1 to 5% of those re- 
ceiving the drug. Consequently, penicillin reactions 
are a definite problem in the service and are a 
source of considerable morbidity. 

Urticarial reactions and serum sickness-like reac- 
tions comprise the most commonly seen types of 
penicillin sensitivity response. Since the use of po- 
tent antimicrobial agents, the name “serum sickness” 
has lost its old significance and the process is now 
usually the result of drug reaction, with penicillin 
being by far the commonest offender. 

Our therapeutic measures to alleviate these re- 
actions have generally been limited to use of anti- 
histamines, salicylates, calcium, epinephrine, and 
other sympathomimetic drugs, with the steroids 
being reserved for the more serious, prolonged, or 
severe manifestations of the disease. There is no 
known manner of predicting which of these reac- 
tions will clear promptly and which will progress 
on to tax our therapeutic armamentarium, 


From the U.S. Naval Hospital, Great Lakes, Ill. 
Read before the Section on Military Medicine at the 106th Annual 
Meeting of the American Medical Association, New York, June 5, 1957. 


Penicillinase, an enzyme that destroys 
penicillin in vivo as well as in vitro, has been 
used in the treatment of 42 patients who had 
reacted unfavorably to penicillin. The most 
frequent reactions consisted of fever, urti- 
caria, pruritus, and severe arthralgia in 
hands, ankles, and feet. The penicillinase was 
usually given intramuscularly in doses of 1 
million units in 2 cc. of sterile distilled water. 
In some cases relief followed dramatically 
within a few hours; in others the symptoms 
continued to become more severe for 24 to 
48 hours after the injection. Its effects were 
hard to evaluate because the severity of the 
penicillin reactions was variable and because 
some patients with moderately severe symp- 
toms recovered completely within 24 hours 
after treatment with a placebo. Relief from 
the pruritus followed promptly after the injec- 
tion in nearly every case. Two patients who 
had severe symptoms resembling serum-sick- 
ness and did not improve after treatment with 
steroids and antihistaminics obtained relief 
promptly after administration of penicillinase. 
Its only side-effects were local pain and ten- 
derness at the site of injection. 


In 1956, in the New England Journal of Medi- 
cine, Becker’ of Madison, Wis., reported that a 
single intramuscular injection of 100,000 to 800,000 
units of penicillinase would reduce the circulating 
penicillin blood levels in human subjects receiving 
penicillin to zero within one hour; for periods of 
four to seven days later no penicillin could be de- 
tected in the blood, despite the fact that injections 
of penicillin were continued twice daily. 

Penicillinase was discovered in 1940. It is pro- 
duced by many strains of bacteria, including micro- 
cocci (staphylococci) and Escherichia coli. The 
enzyme used in this series of cases was derived 
from cultures of Bacillus cereus and produced by 
the Schenley Laboratories, The chemical manner 
of its action is thought to be that the penicillinase 
hydrolyzes penicillin to penicilloic acid, which is 
nonantigenic in penicillin sensitivity states. A unit 
of penicillinase is that amount of enzyme required 
to inactivate one unit of penicillin within one min- 
ute at 25 C at a pH of 7.0.” 
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Present Study 


Since the suggestion by Becker that penicillinase 
might prove useful in the management of penicillin 
reactions, it has been used principally and often 
solely at the U. S. Naval Hospital. Great Lakes, IIl., 
for these reactions. Certainly, the theory behind 
its use is plausible and based upon the sound thera- 
peutic dictum: “Where the allergen is known, the 
first and most plausible measure is to destroy or 
remove it.” To date, penicillinase has been used in 
32 cases. If there was any question as to whether 
penicillin was the causative allergen or if the pa- 
tient’s signs and symptoms seemed too minimal 
to draw any conclusions from the treatment, peni- 
cillinase was not used in his treatment. 

Two principal types of reactions were observed, 
namely, urticaria with generalized pruritus and 
serum-sickness reaction. No anaphylactic reactions 
were seen, One case of hemorrhagic eruption con- 
fined to the legs and arms is included. The types 
of reactions treated were (a) fever, generalized 
urticaria with marked pruritus. severe arthralgia 
with redness, tenderness, swelling, and pain chiefly 
in the hands, ankles, and feet, 13 (of these 13, 3 
had severe sore throat and one had a swollen, sen- 
sitive tongue); (b) generalized urticaria, general 
malaise, and joint manifestations without fever, 11; 
(c) urticaria and general pruritus without joint 
manifestations, 7; and (d) hemorrhagic eruption 
(arms and legs ), one. 

Of the 32 reactions treated, 14 were due to pro- 
caine penicillin and 18 were due to benzathine 
penicillin, No significant difference was observed 
in the severity of reaction characterizing either type. 

Penicillinase was the sole agent of treatment in 
12 cases. In the remaining 20 cases, the following 
drugs had been used prior to patients’ treatment 
at the Great Lakes Naval Hospital: epinephrine, 
tripelennamine ( Pyribenzamine ), diphenhydramine 
(Benadryl), ephedrine, steroids, and/or chlor- 
pheniramine (Chlor-Trimeton ). The antihistamines 
were usually continued, but all other medicaments 
except penicillinase and the antihistamines were 
discontinued. The 20 patients had had previous 
treatment as follows: antihistamines, aspirin, and 
steroids, 2; salicylates, epinephrine, and antihista- 
mines 4; and antihistamines alone, 14. 

The results of treatment with penicillinase were 
impressive and encouraging. The reactions to ben- 
zathine penicillin responded on the average as 
quickly as those to procaine penicillin. These re- 
sults can be summarized as follows: ambulatory 
and asymptomatic within 24 hours, 15 patients; 
ambulatory and asymptomatic within 48 hours, 5; 
and symptoms and signs abating, but four to six 
days before all signs and symptoms disappeared, 12. 

It is our impression that this treatment has ren- 
dered the patient more rapidly asymptomatic and 
free from relapse than other commonly used modes 
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of treatment. When compared with the results ob- 
tained in treating 14 hospitalized patients prior to 
the use of penicillinase, these results were striking. 
The usual dose administered was 1 million units in 
2 cc. of sterile distilled water, intramuscularly, In 
eight cases, the single dose was sufficient to effect 
apparent cure. One patient received the injection 
intravenously by mistake. It is of interest that, in 
his case, urticaria disappeared within six hours and 
he had no further complaints, A second patient re- 
ceived 500,000 units of penicillinase intravenously, 
and, within 45 minutes, she developed a severe 
shaking chill with high temperature, nausea, and 
slight cyanosis. She responded promptly to therapy 
with epinephrine and corticotropin given  intra- 
venously, A single intramuscular injection of 2 mil- 
lion units was used in six cases, and relief was 
obtained within 24 hours in four of these cases. In 
those instances of severe reactions wherein response 
was not definitely beneficial within 48 hours, injec- 
tions were repeated in 48 hours. In 11 cases, more 
than two injections were given, and in 5 of these 
we were experimenting with smaller doses given 
at more frequent intervals. In one patient with 
severe serum sickness response was apparent after 
a single injection of 1 million units of penicillinase, 
in that complete clearing was noted in four days. 
One week later, he again developed severe joint 
manifestations with urticaria. After three days’ 
treatment with antihistamines and epinephrine, he 
was hospitalized and given penicillinase again, with 
complete clearing after four days. 

No toxic manifestations were encountered in the 
intramuscular use of penicillinase, although most 
patients complained of local pain and residual ten- 
derness at the site of injection, The area frequently 
remained painful for 24 hours. 

Penicillin blood level prior to penicillinase ther- 
apy was demonstrable in only three cases. After 
penicillinase therapy no penicillin level could be 
found in these cases. In one case a significant peni- 
cillinase blood level was still present 14 days after 
his treatment with one injection of 1 million units 
of penicillinase, It is the current belief of the Navy 
Medical Research Unit 4, who performed these 
determinations, that penicillin levels in the urine 
can be demonstrated more readily than in the blood 
We are currently investigating this. 

Since use of penicillinase, no necessity to use 
steroids has arisen, in spite of the fact that many 
of the patients treated had severe manifestations 
of serum sickness. Three of these had severe sore 
throats and one, swelling of lips and tongue. Two 
of the group, who had been started on therapy 
with steroids plus antihistamines without significant 
benefit, were taken off steroid therapy and given 
penicillinase, with prompt improvement and relief 
in each case, without recurrence. 
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Comment 


Accurate determination of the effect of any agent 
in the treatment of penicillin reactions is difficult. 
The severity of the reactions is so variable that 
sound conclusions as to the influence of any treat- 
ment must await critical analysis and prolonged 
usage. We were particularly impressed by this diffi- 
culty in determining the effects of therapy, as op- 
posed to the fluctuations of the disease, when four 
of our moderately severe serum-sickness reactions 
cleared within 24 hours after placebo treatment 
alone and four others within 48 hours. A number 
of patients with minimal to moderate urticaria were 
simply observed, and the reaction cleared promptly 
without treatment. Heat and exercise definitely tend 
to aggravate a reaction; hence, the simple expedient 
of reducing activity is often rewarded with relief. 
Dermographia was prominent and present in each 
reaction observed. The presence of erythema, ten- 
derness, angioneurotic edema, and urticaria, par- 
ticularly over the pressure points in the palms and 
under leggings and shoes, was striking, 

It is our impression that penicillinase is thera- 
peutically effective. Penicillinase is not a panacea 
for all penicillin reactions. On occasions, it ap- 
peared to effect relief dramatically within a few 
hours. On other occasions, the chain of hypersensi- 
tivity reactions grew more severe for periods of 
24 to 48 hours after use of penicillinase alone or 
combined with antihistamines. We have been im- 
pressed, however, that its use, when combined with 
antihistamines, lessens morbidity and decreases pa- 
tient discomfort; the likelihood of recurrence is 
reduced and the need tor steroids is virtually elim- 
inated. It is definitely sate when used intramus- 
cularly. We are further impressed by the prompt 
relief of itching which was noted in nearly every 
case in which penicillinase was used. Although 
treatment was not elected in those patients seen 
early, when the manifestations of reaction were 
minimal, probably the use of penicillinase as soon 
as the diagnosis is apparent would result in the 
best and most prompt response. 
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It is our opinion that antihistamines and _peni- 
cillinase are complementary and that combined use 
reduces the morbidity of this relatively common 
iatrogenic disease. The advantages of such safe 
treatment in recalcitrant cases wherein steroid ther- 
apy may be hazardous or contraindicated, as in 
diabetics, patients with hypertension, and cardiacs, 
are self-evident. As one might expect, once a defi- 
nitely severe inflammatory reaction has developed, 
associated with severe joint manifestations, even 
though the circulating allergen has been effectively 
removed or detoxified, some further time must 
elapse to allow complete regression, This may ac- 
count for the longer time intervals in complete 
healing in certain cases and indicates a need for 
castitution of therapy as promptly as possible. 


Summary 


The use of penicillinase in the treatment of hyper- 
sensitivity reactions to penicillin is based on the 
logical knowledge that circulating penicillinase re- 
duces all demonstrable penicillin blood levels to 
zero for prolonged periods of time, thus rendering 
the penicillin nonallergenic. When used in 32 cases 
of moderate to severe hypersensitivity reactions to 
penicillin, the results of treatment with penicilli- 
nase were definitely encouraging and apparently 
superior to measures previously in standard use. 


Addendum 


Since the preparation of this report. 10 additional 
patients with penicillin reaction have been treated, 
each with a single intramuscular injection of 1 mil- 
lion units of penicillinase. One of these patients 
required hospitalization and a total of five days of 
observation after treatment. The remaining nine 
did not require hospitalization; eight were well in 
48 hours and one in 72 hours. 
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Asthma in Young Boys.—Many people who are called upon to deal with asthma patients in this 
intermediate stage of their lives [6-16 vears] are inclined to overtreat them. ... This is not 


necessary. It is to be remembered, that reassurance of the young patient is vital. It is impor- 
tant that the doctor should try and make himself available to the young patient whenever re- 
quired, for if he knows that the doctor will always come to his aid, it will greatly increase his 
confidence and that of his parents. An anxious parent may, by his or her behaviour, be the 
trigger mechanism which sets off the attack. The third point is, that it is important that not 
too much emphysema should develop before breathing exercises and postural exercises are in- 
stituted. Under these methods the children appear, literally, to grow out of their ailment of 
their own accord. If on the other hand the child be left to “grow out of it” by himself, and only 


symptomatic treatment is given, then a most unhappy state of affairs may eventuate for both 
patient and parent, causing them endless anxiety and suffering.—M. Helman, M.B., Ch.B.. 
Asthma in Young Boys, South African Medical Journal, Oct. 13, 1956. 
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PROLONGED TREATMENT OF RHEUMATOID ARTHRITIS 
WITH PREDNISONE (METICORTEN) 


Abraham Cohen, M.D., Richard F. Turner, M.D., William L. Kanenson, M.D., Philadelphia 


and 


Joel Goldman, M.D., Johnstown, Pa. 


The treatment with prednisone for periods of a year 
or more of a group of patients with rheumatoid ar- 
thritis afforded an opportunity to evaluate the effects 
of prolonged administration of this corticosteroid. 
A series of 33 patients with severe rheumatoid arthritis 
treated with prednisone was originally reported.' 
Since then, the series has increased to 132 patients. 
The longest period of treatment at the time of the 
original report was 20 weeks. The information gained 
from prolonged treatment is presented in this report, 
and original impressicns of the outstanding antirheu- 
matic and anti-inflammatory properties of prednisone 
are confirmed. 


Material 


The 132 patients with rheumatoid arthritis included 
4 whose disease was acute. Among those with chronic 
cases, the disease had existed for 6 to 12 months in 
36 patients and for longer than one year in 92. Symp- 
toms had been present for periods ranging from a few 
days to 30 years. 

Practically all ages were represented. The youngest 
patient was 17 years old and the oldest 75 years of 
age. The sex ratio was 4:3, as there were 76 female 
and 56 male patients. 

The following concomitant conditions were present 
in the numbers of patients indicated: diabetes mellitus, 
five; active duodenal ulcer, one; inactive duodenal 
ulcer, two; moderately severe hypertension, two; and 
far-advanced symptomatic ulcerative colitis, one. 

Forty patients received prednisone as initial anti- 
theumatic therapy. Ninety-two patients had previously 
been treated with steroids, gold, and phenylbutazone, 
as follows: corticotropin, 8; cortisone or hydrocorti- 
sone, 54; gold, 20; and phenylbutazone, 10. Sometimes 
these agents were used in combination. The 54 pa- 
tients’ treatment was unsatisfactory with cortisone or 
hydrocortisone beciuse of side-effects, toxicity, or 
diminution in the effect of the steroid. The 20 patients 
formerly treated with gold represent a selected group 
in that all had had toxicity reactions to gold. 

The appearance of edema with subsequent con- 
gestive heart failure in two patients had caused the 
withdrawal of cortisone. Hypertension had devel- 
oped during the administration of cortisone and 
corticotropin (ACTH) in two patients each. It is 
possible that some degree of hypertension may have 


From the Arthritis Clinic, Philadelphia General Hospital ( Drs. 
Cohen, Turner, Kanenson, and Goldman) and the Department 
of Medicine, Jefferson Medical College (Dr. Cohen). 


Evaluation of treatment of rheumatoid arthri- 
tis with prednisone for more than a year leaves 
little doubt that prednisone and the related 
steroid, prednisolone, are steroids superior to 
cortisone, hydrocortisone, and corticotropin. 
Three important advantages of prednisone have 
become established, namely, a lack of sodium 
retention, the absence of increased potassium 
excretion, and the unlikelihood of the production 
of hypertension during its use. The incidence of 
duodenal ulcer was found to be no greater than 
that encountered in the normal population. 
Thorn tests were done in a large group to de- 
termine possible depression of the adrenal 
gland. Remission or improvement can sometimes 
be obtained with prednisone in patients whose 
treatment with cortisone or hydrocortisone has 
been unsatisfactory because of undesirable ef- 
fects or diminution in effect. 


existed prior to steroid therapy. All four of these 
patients showed relatively marked hypertensive reti- 
nopathy. 

The criteria of the American Rheumatism Associa- 
tion were used to establish the stage of the disease at 
the time prednisone administration was begun. No 
destructive changes were present in 20 patients classi- 
fied in stage 1. The disease in more than half of the 
patients, 64, was in stage 2, in 40 patients in stage 3, 
and in § patients in stage 4. 

Functional capacity was likewise determined by 
the criteria of the American Rheumatism Association. 
The following table coordinates the stage of the disease 
with patients’ functional capacity at the beginning of 
treatment. 

Functional capacity was unimpaired in 14 patients 
in stages 1 and 2. Eighty-one patients in the first 
three stages were able to carry on normal activities 
despite discomfort and limited motion. The remainder 
of the patients were limited as to activity and unable 
to work, but were able to care tor themselves. No 
patient was bedridden. 


Methods 


When prednisone was first used, 60 mg. daily was 
sometimes administered. A large initial dosage subse- 
quently proved unnecessary in rheumatoid arthritis. 
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The plan for dosage that evolved with experience fol- 
lows: Treatment was commenced with 5 mg. of 
prednisone every six hours, day and night, for one 
week. With this regimen, symptomatic relief usually 
occurred within 12 hours. On rare occasions, it took 
24 or even 48 hours for symptoms to be relieved. At 
the end of the first week of treatment, when the pa- 
tient had improved, the dosage was reduced to 17.5 
mg. daily. Reduction in dosage by decrements of 
2.5 mg. weekly was continued as long as no symptoms 
returned. In this way, a maintenance dosage of 2.5 
to 15 mg. daily usually was not exceeded. If symptoms 


TasLe 1.—Functional Capacity Before Therapy 


Class 
1 2 3 4 Total 
Stage 
2 36 0 64 
3 0 32 8 0 4 
4 0 0 8 0 8 
Total 14 bal | 37 0 132 


returned as the dosage was diminished, the next high- 
er dose was repeated and a new attempt at reduction 
followed. The duration of treatment, in general, 
varied from three months to one year, but some pa- 
tients were under treatment for 18 months. 


Results 


No patient failed to show some response to predni- 
sone. The response, judged by the American Rheuma- 
tism Association classification, was grade 1 improve- 
ment, that is, complete remission, in 39 patients 
(table 2). No signs of joint inflammation remained but 
irreversible deformities, of course, were unaltered. 
Among patients in remission, the disease at the start 
had been in stage 1 in 4 patients, stage 2 in 15 pa- 
tients, and stage 3 in 20 patients. 

Major improvement with minimal residual joint 
signs (grade 2 improvement ) took place in 89 patients. 
The disease in § patients initially was in stage 4, in 
stage 3 in 19 patients, in stage 2 in 47 patients, and in 
stage 1 in 15 patients. 

The remaining four patients improved to a minor 
degree (grade 3 improvement), some swelling. still 
being present. However, no extension of rheumatoid 
activity was occurring to new sites. The disease in 
these four patients, except one, was in its early stages. 

With few exceptions, the degree of improvement 
noted at the time of evaluation could be maintained. 
In an insignificant number of patients, prednisone 
seemed to become less effective as treatment was con- 
tinued. It had to be kept in mind that the adrenal 
gland can be depressed by continued high dosage of 
corticosteroids. This makes it mandatory for the physi- 
cian to arrive at the dosage that will produce a re- 
mission but not an untoward reaction. 

While the relief of symptoms occurred in most pa- 
tients within 12 hours, in some it occurred within 4 to 
8 hours. Pain and tenderness around affected joints 


J.A.M.A., Sept. 21, 1957 


began to diminish. Stiffness, especially that noted early 
in the morning, diminished after one or two days. 
In two days also, inflammation about the joints began 
to disappear. As the range of motion of affected joints 
increased, the patients were able to do such simple 
things as reach their heads with their hands and feed 
themselves, which previously had been impossible for 
some of them. 

Joint measurements were made and swelling, mus- 
cle power, and redness about the joints were studied 
at each visit. C-reactive protein tests were not per- 
formed, since this test is considered unreliable. 
Eosinophil counts were made on 24 patients. The drop 
in circulating eosinophils four hours after a single oral 
dose of 20 mg. of prednisone ranged from 54 to 100%. 
Erythrocyte sedimentation rates, initially elevated, de- 
creased during therapy in all patients except one. 

After proper therapy for congestive heart failure, 
the two patients in whom this complication occurred 
as a result of cortisone administration fared well when 
treated with prednisone. Retention of sodium, mani- 
fested by edema, did not occur with prednisone 
whereas symptoms of cardiac decompensation were 
aggravated by cortisone. 

Blood Pressure.—The blood pressure level of clinic 
patients was determined at each visit, and recorded 
daily tor ward patients. As previously reported, mod- 
erately severe hypertension present in two patients 
prior to treatment showed no alteration. However, the 
blood pressure rose to a hypertensive level during 
the administration of prednisone in two other patients. 
Perhaps some degree of hypertension existed prior to 
therapy, but this is not known. Eight patients, previ- 
ously normotensive, had a gradual rise in blood pres- 
sure during the first week of therapy. Thereafter, the 


TasLe 2.—Grade of Improvement 


Girade 
1 2 3 4 Total 

Sturge 

i 4 15 0 

2 15 47 2? 0 ol 

3 20 1y 1 0 40 

4 0 8 0 0 x 
Total 3u su 4 0 132 


blood pressure slowly reverted to normal levels. All 
of these patients had grade 2 hypertensive retinal 
angiopathy, indicating earlier burned out hyperten- 
sion. The four patients previously hypertensive during 
cortisone or corticotropin treatment became normo- 
tensive when prednisone was substituted, 
Hematopoietic System.—Hemoglobin determinations 
and red blood cell counts were performed on all pa- 
tients. When anemia was present, hemoglobin levels 
and red blood cell counts usually rose within a short 
time after improvement occurred in the joints. 
Gastrointestinal Tract.—Three patients with peptic 
ulcer were treated with prednisone without mishap 
despite activity of the ulcer in one instance. Duodenal 
ulcer was first demonstrated by roentgenographic 
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examination in one patient in 1949. Little change oc- 
curred in the lesion during the following year. Predni- 
‘sone administered from Aug. 23, 1955, continuously 
for more than a year caused no progression of the 
ulcer, the last roentgenographic examination having 
been made on Aug. 27, 1956. The patient remains on 
therapy with a maintenance dose of 15 mg. of predni- 
sone daily with Aludrox (aluminum hydroxide gel 
with magnesium hydroxide) between meals. He is 
symptom-free. Two patients with inactive asympto- 
matic duodenal ulcer received prednisone. In a male 
patient with no complaints referable to the gastroin- 
testinal tract, a chronically scarred duodenal cap had 
been discovered by gastrointestinal series in 1951. No 
change occurred in the scarring, but a gastrointestinal 
series after five months’ treatment with prednisone 
showed pylorospasm. This patient is maintained on 
therapy with 15 mg. of prednisone daily with Aludrox 
between meals. He complains occasionally of epigastric 
distress. 

In May, 1951, roentgenographic examination in a 
woman showed marked deformity of the duodenal 
bulb. Examined again in January and November, 1955, 
the cloverleaf deformity was concluded to represent 
scarring from chronic ulceration rather than a definite 
crater, Prednisone was first given on Nov. 23, 1955. 
This patient’s condition can now be maintained with 
15 mg. of prednisone daily with Aludrox between 
meals. She complains only occasionally of epigastric 
distress. The radiographic examination on Aug. 1, 
1956, showed no evidence of activity of the ulcer. 

A duodenal ulcer in a female patient ruptured sud- 
denly during therapy. No gastric distress or symptoms 
referable to the gastrointestinal tract preceded this 
episode, so it was a most unexpected occurrence. The 
rupture was closed surgically. Reactivation of the 
arthritis developed. Prednisone was again adminis- 
tered. The maintenance dose is 10 mg., and the patient 
is symptom-free. There has been no recurrence of 
the ulcer. 

A patient with an inactive asymptomatic duodenal 
ulcer received prednisone. This fact that an ulcer was 
present was unknown to us at the time. The patient 
complained of ulcer symptoms on the 25th day of 
treatment, at which time a gastrointestinal series dis- 
closed a large ulcer niche. 

Mild epigastric distress occurred in another patient 
during treatment, but no ulcer could be demonstrated. 
Far advanced ulcerative colitis in one patient could be 
controlled for six months with a maintenance dosage 
of 15 mg. of prednisone daily. The patient, however, 
was lost to subsequent follow-up. 

Carbohydrate Metabolism.—Five patients with dia- 
betes mellitus received prednisone. Three required 
additional insulin by as much as 50% for control. The 
fourth patient required no additional insulin. 

The fifth diabetic patient, with severe rheumatoid 
arthritis, was brought into the hospital in diabetic 
coma. With little alernative except to chance therapy 
with steroids, cortisone was administered. The pa- 


RHEUMATOID ARTHRITIS—COHEN ET AL. 


227 


tient fared well under steroid therapy, which-eventual- 
ly was changed to prednisone. She still is under our 
care and doing well. The blood sugar level has not 
been disturbed since standardization was achieved. 

Electrolyte Studies.—At the beginning of the study 
of prednisone, serum sodium and potassium determi- 
nations were made routinely. When it was established 
that they were unnecessary, the studies were discon- 
tinued. Serum sodium levels showed no tendency to 
increase and serum potassium levels showed no de- 
crease below pretreatment levels in patients receiving 
prednisone for prolonged periods. No patient com- 
plained of muscular weakness or lassitude and no 
supplemental potassium was needed. 

Side-actions.—The most prominent side-action ac- 
companying prolonged administration of prednisone 
was moon facies in 70 of the 132 patients. Acne in one 
patient, and acne and hirsutism in another, which 
developed when the patients received cortisone, per- 
sisted when prednisone was substituted. No other 
untoward effects occurred, except those already 
mentioned in reference to carbohydrate metabolism, 
blood pressure elevation, and the gastrointestinal tract. 

Thorn Tests.—Eosinophil counts were made on the 
blood of 78 patients after fasting in preparation for the 
Thorn test. The maintenance dosage in these persons 
had been 15 mg. of prednisone daily for from 2 to 12 
months, Each then received 40 units of corticotropin 
intramuscularly and was required to return in four 
hours. The patient partook of neither food nor drink 
during this period of time. Upon his return to the lab- 
oratory, a second eosinophil count was made. If the 
reduction in eosinophils was less than 50%, the test 
was considered negative and interpreted to mean that 
the adrenal cortex was inactive, as the result of predni- 
sone therapy. In this test, 60, or 77% of the 78 pa- 
tients, showed a positive reaction, indicating no dis- 
turbance of adrenocortical function, and 18, or 23%, 
a negative result, which is interpreted to indicate that 
there is some depression of the adrenal cortex. In the 
majority of patients, therefore, no depression of the 
adrenal gland resulted from the administration of 
prednisone. 

Comment 


Evaluation of treatment of rheumatoid arthritis 
with prednisone for more than a vear leaves little 
doubt that prednisone and the related steroid, 
prednisolone, are steroids superior to cortisone, hydro- 
cortisone, and corticotropin. Prednisone possesses out- 
standing antirheumatic and anti-inflammatory proper- 
ties. Three important advantages of prednisone have 
become established, namely, a lack of sodium reten- 
tion, the absence of increased potassium excretion, 
and the unlikelihood of the production of hypertension 
during its use. Remission or improvement can some- 
times be obtained with prednisone in patients whose 
treatment with cortisone or hydrocortisone has been 
unsatisfactory because of undesirable effects or dimi- 
nution in effect. 
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Among rheumatoid arthritis patients who can 
tolerate gold, a large percentage will probably do well 
under treatment with this substance. This could prove 
advantageous because therapy with steroids brings 
about only temporary cessation in the activity of the 
disease. Conceivably, the combination of gold with 
one of the newer steroids might achieve more per- 
manent benefit in rheumatoid arthritis. 

A possible disadvantage of prednisone is the fact 
that the majority of patients receiving it sooner or 
later develop rounding of the face. However, facial 
rounding was not troublesome in the 70 patients re- 
ported here. Despite the reactivation of a duodenal 
ulcer and the rupture of a symptomless duodenal 
ulcer, the incidence of peptic ulcer seems to be no 
greater with prednisone than with the older corti- 
costeroids. The lack of progression of lesions in three 
patients with active duodenal ulcer or chronically 
scarred duodenal caps supports this view. 

After experience with larger dosages, it seems best 
to commence treatment with prednisone with a rela- 
tively low dosage, 20 mg. daily. The dosage can 
gradually be reduced as the patient improves. The 
dose should be increased if the patient complains of 
stiffness in the joints in the early morning hours before 
arising, or if soreness or tenderness is present. Our 
maintenance dosages ranged from 2.5 to 15 mg. daily. 
Only rarely did the amount have to be increased to 
30 mg. daily. When this became necessary, a dosage 
reduction schedule was repeated. 


Summary 


One hundred thirty-two patients with rheumatoid 
arthritis in various stages were treated for three 
months to a vear or more with prednisone, one of the 
newer adrenocortical steroids. The effects of prolonged 
administration of this substance were evaluated. 
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Forty patients received prednisone as initial antirheu- 
matic therapy. In 54 patients, previous treatment with 
cortisone or hydrocortisone had proved unsatisfactory 
because of toxicity or escape from control. Twenty 
patients were transferred to therapy with prednisone 
because of toxicity reactions to gold. Each of the pa- 
tients showed a favorable response. Complete re- 
mission occurred in 39 patients, in approximately half 
of whom the disease was in stage 3 at the beginning of 
prednisone therapy. Major improvement occurred in 
89 patients. In more than half of this group, the disease 
had been in an advanced stage. Prednisone possesses 
certain advantages over cortisone, hydrocortisone, and 
corticotropin (ACTH ), namely, absence of sodium re- 
tention and of increased potassium excretion, and the 
unlikelihood of production of hypertension during its 
administration. 

Rounding of the face occurred in 70 patients, it 
being the most prominent side-action. One patient 
with an active duodenal ulcer and two with chronical- 
lv scarred duodenal caps were treated without pro- 
gression of their lesions. Activation of a duodenal ulcer 
occurred in one patient, and in another with no symp- 
toms referable to the gastrointestinal tract, a ruptured 
duodenal ulcer required surgery. Despite these 
occurrences, and in view of the treatment of three 
patients with ulcer without mishap, the incidence of 
peptic ulcer during prednisone and_ prednisolone 
therapy seems not to exceed that encountered with 
the older adrenocortical steroids. 


Prednisone as Meticorten was furnished by George Babcock 
Jr., M.D., Division of Clinical Research, Schering Corporation, 
Bloomfield, N. J. 
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Eclampsia in New Zealand.—A Dominion-wide investigation of eclampsia over a period of 
nearly 30 years, made possible by general notification of eclampsia in New Zealand . . . indi- 
cates very striking reductions in incidence, from 3.2 per 1,000 births to 1.02 per 1,000; in 
maternal mortality rate, from 18.9 per cent to 1.7 per cent; in maternal deaths, from 0.6 per 
1,000 total births to 0.03 per 1,000; and in infant mortality rate, from 42 per cent to 13.6 per 
cent. .. . Reduction in severity is further shown by the fact that in the last 6 years, 1950-1955, 
63 per cent of the cases were extremely mild type with survival of both mother and infant and 
no more than 3 fits, whereas in the first period, 1928-1933, only 16 per cent of the cases were 
in this category. A very important change in the pattern of eclampsia is the ever-increasing 
proportion of cases now occurring in the late second stage or early post-partum period where, 
in the main, they are of very mild type and quickly amenable to control by relatively simple 
measures. Another remarkable change in the pattern of toxaemia as a whole is the very much 
greater proportional reduction of eclampsia deaths by comparison with other toxaemia deaths 
which are of a more purely hypertensive type. In more recent years, even in those cases of 
eclampsia which did prove fatal, the eclamptic element was completely overshadowed by 
acute cardiovascular incidents. These facts are surely a complete vindication of the value 
of antenatal care even in our present state of incomplete knowledge of causation. For without 
question these results were essentially due to preventive measures carried out with care and 
conviction by the majority of the doctors throughout the country.—T. F, Corkill, M.D.. 
Eclampsia—Changes in Pattern, The Journal of Obstetrics and Gynaecology of the British 
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DRY FENESTRA NOVOVALIS OPERATION 


TECHNIQUE FOR RESTORATION AND CONSERVATION OF SERVICEABLE HEARING IN 
CLINICAL OTOSCLEROSIS 


Julius Lempert, M.D., New York 


Otologists everywhere, interested in the improve- 
ment and perfection of the fenestration operation, 
were trying to determine the cause of the inflamma- 
tory reaction of the endolymphatic labyrinth, always 
a postoperative occurrence, varying only in the de- 
gree of its severity, as judged by the postfenestra- 
tion clinical picture. George Shambaugh Jr. sug- 
gested, logically, that blood entering the perilymph 
space during the fenestration operation can cause 
postoperative serous labyrinthitis of a greater or 
lesser degree, varying according to the amount of 
blood entering the perilymph space. He proved, 
experimentally, in the monkey, that, by permitting 
quantitatively different amounts of blood to enter 
the open perilymph space of the fenestra in the ex- 
ternal semicircular canal, several varied degrees of 
postoperative labyrinthitis could be produced. Nev- 
ertheless, the question still to be answered was “Will 
the avoidance of the technical error of permitting 
blood to enter into or start within the perilymph 
space prevent the onset of postoperative serous 
labyrinthitis?” 

Careful observation of the sources of origin of free 
blood in the perilymph space led me to devise 
techniques for preventing both the bleeding into 
and the bleeding within this area. In spite of this, 
however, [ was unable to prevent in any of my 
patients the onset, postoperatively, of the clinical 
picture suggestive of serous labyrinthitis in various 
degrees of severity. It thus became obvious to me 
that, (1) although it is true that bleeding into or 
within the perilymph space does cause postopera- 
tive labyrinthitis, (2) it is also a fact that even the 
most meticulous avoidance of blood entering into 
or starting within the perilymph space does not 
per se prevent postoperative onset of inflammatory 
reaction involving both the vestibular and the 
cochlear endolymphatic labyrinth, in varying de- 
grees of severity. These observations caused me to 
believe that blood within the perilymph space is 
not the only cause of postoperative labyrinthitis. 


Irrigation and Suction as Cause of Labyrinthitis 
After Fenestration 


If, however, the constancy of the postoperative 
occurrence of serous labyrinthitis is to be explained, 
there must exist still another, hitherto-unrecognized, 
technical error, constantly being made in the per- 
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Honorary Chairman’s address, read before the Section on Laryngol- 
ogy, Otology, and Rhinology at the 106th Annual Meeting of the 
American Medical Association, New York, June 4, 1957. 


The labyrinthitis that has often followed 
fenestration operations was explained in part 
by the appearance of blood in the perilymph 
space but also in part by the use of irrigating 
solutions which did not duplicate the unknown 
composition of the perilymph. The irrigation 
necessary for the removal of bone dust is now 
done before opening the perilymph space, 
and the subsequent creation of bone dust can 
be avoided by removing the bony cupola in- 
tact instead of using the pulverization tech- 
nique. One hundred fenestration operations 
have been performed alternately with and 
without irrigation, so that in 50 patients the 
ear was irrigated and in 50 it was not. Bleed- 
ing into or within the perilymph space was 
prevented in every one. There was labyrin- 
thitis of some degree of severity in each of 
the 50 irrigated cases, and it was absent in 
all of the 50 nonirrigated cases. The new 
vestibular fenestra must be made in a region 
out of reach of the spreading otosclerotic 
lesion, for permanency of effect; for acousti- 
cal reasons, the fenestra is placed outside of 
the middle ear. The middle ear space is 
acoustically sealed off. The new vestibular 
fenestra being likewise covered and sealed 
off, and being without any direct connection 
with the middle ear, a maximum difference 
in sound pressure between them is attained. 
This gives the most marked and most lasting 
possible improvement in hearing. 


formance of the fenestration operation, which always 
causes various degrees of inflammatory reaction of 
the membranous labyrinth. It occurred to me that 
irrigation and suction with any one of the physio- 
logical solutions used to date, for whatever purpose, 
after the vestibular perilymph space has been laid 
open, may be the one technical error always causing 
postoperative inflammation of the membranous en- 
dolymphatic labyrinth despite the meticulous avoid- 
ance of all the other technical errors which could 
cause it. The postoperative inflammatory reaction 
may be either a chemical phenomenon produced by 
irrigation or a mechanical one produced by the 
suction accompanying the irrigation. 


229 


230 DRY FENESTRA NOVOVALIS OPERATION—LEMPERT 


Irrigation in the region of the open perilymph 
space inevitably results in the replacement of the 
perilymph within the perilymph space with the fluid 
used for irrigation. The chemical difference of the 
fluid replacing the human perilymph may cause in- 
flammatory reaction of the membranous endolym- 
phatic labyrinth. Since the chemistry of the human 
normal perilymph is still unknown, there is no way 
of telling whether or not any physiological solution 
presently employed for irrigating the newly created 
fenestra region can effectively take the place of the 
natural perilymph which irrigation and suction re- 
moves from the perilymph space. It is not known if 
any of these solutions can be tolerated within the 
perilymph space for any length of time without 
causing inflammatory reaction of the delicate mem- 
branous endolymphatic labyrinth. None of the phys- 
iological solutions heretofore suggested for replacing 
isotonic sodium chloride solution or Ringer's solu- 
tion for irrigating the perilymph space seemed to 
prevent the postoperative onset of inflammatory re- 
action of the endolymphatic labyrinth in varying 
degrees of severity, as judged by the duration and 
severity of the postoperative vertigo and recruit- 
ment. 

The mechanical effect of the suction force upon 
the delicate membranous walls of the endolymphatic 
labyrinth cannot be dismissed without being sus- 
pected also as a possible cause of the postoperative 
inflammatory reaction of the membranous endo- 
lymphatic labyrinth. 

Based upon the supposition that the effect of the 
chemical difference between the fluid used for irri- 
gation and that of the human perilymph which has 
been replaced by it (within the perilymph space), as 
well as the mechanical effect of the suction force 
upon the membranous endolymphatic labyrinth, 
may be responsible for the postoperative inflamma- 
tory reaction of the endolymphatic labyrinth, I de- 
cided to conduct definitive tests. These tests would 
determine whether the constantly used irrigation 
and suction, with subsequent replacement of the 
perilymph with any of the currently used solutions 
which are different from perilymph chemically, can 
assuredly be held responsible for the constancy of 
postoperative serous labyrinthitis following fenestra- 
tion surgery. In addition to avoiding the heretofore- 
proved causes of serous labyrinthitis, | would also 
have to avoid irrigation and suction altogether after 
opening the perilymph space, in a series of cases, 
in order to observe whether or not the postoperative 
labyrinthitis can thereby be consistently and con- 
secutively prevented. 

The tests were carried out on a series of 100 
patients. | consecutively fenestrated 100 ears deaf- 
ened as a result of otosclerosis, in the presence of 
good hearing by bone conduction, alternating be- 
tween irrigation and nonirrigation, so that in 50 
patients the ear was irrigated, and in 50 it was not. 
The previously proved causes of postoperative in- 
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flammation were carefully prevented, Bleeding into 
or within the perilymph space was prevented in 
every one of the 100 patients. 

The results appear conclusive. I observed that, in 
the 50 patients in whom irrigation and_ suction 
were not used after the perilymph space had been 
opened, there was no clinical evidence of postop- 
erative inflammatory reaction of either the vestib- 
ular or the cochlear endolymphatic labyrinth. Of 
the 50 patients in whom irrigation was used, how- 
ever, all showed postoperative signs of labyrinthitis 
in various degrees of severity. | have thus proved 
to my satisfaction that irrigation and suction, after 
the vestibular perilymph space has been opened, is 
the constant cause of postoperative inflammatory 
reaction of endolymphatic labyrinth. 

It thus became obvious that the fluid most phys- 
iologically suitable for surrounding the membranous 
labyrinth must be natural perilymph. It is apparent 
also that the best way to prevent postoperative in- 
flammation of the endolymphatic labyrinth is to 
permit the labyrinth to continue bathing in Nature's 
perilymph instead of in any other solution which 
cannot possibly be made “physiological” to the mem- 
branous endolymphatic labyrinth so long as the 
chemical composition of the human perilymph re- 
mains unknown. 

However, irrigation and suction after the vestib- 
ular perilymph space has been opened can_ be 
avoided only by technically performing the fenestra- 
tion operation without creating the need for irriga- 
tion, once the perilymph space of the vestibular 
labyrinth has been laid open, The necessity for the 
use of irrigation after the vestibular perilymph space 
has been opened can be avoided only by (1) using 
irrigation prior to opening the perilymph space tor 
the removal of all bone dust and (2) employing 
the cupola technique and removing the bony cupola 
intact instead of using the pulverization technique 
for opening the perilymph space, thus avoiding the 
creation of bone dust and removing the necessity 
for irrigation after the perilymph space has been 
opened. 

Postoperative inflammatory reaction of the ves- 
tibular and cochlear membranous endolymphatic 
labyrinth after the fenestra novovalis operation can 
now be consistently avoided with the use of the dry 
fenestra novovalis technique. Since the technique 
for prevention of postoperative osteogenetic closure 
of the fenestra novovalis had been previously per- 
fected and time-proved, the technique for preven- 
tion of postoperative serous labyrinthitis which has 
finally been developed results in removal of the 
final stumbling block to completely successful fen- 
estration surgery. 


Requirements of Fenestra Novovalis Technique 


Obviously, surgery aimed at improvement of hear- 
ing in clinical otosclerosis is now an established and 
recognized achievement. But to be consecutively, 
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consistently, and abundantly successful in the resto- 
ration of serviceable hearing and in the permanent 
maintenance thereof in an ear deafened by ankylosis 
of the stapediovestibular joint of otosclerotic origin, 
the technique employed must meet the following 
requirements: 

1. The over-all procedure must include means for 
predicting preoperatively the possibility of surgical- 
ly improving the hearing for airborne sound (by 
surgically remobilizing the inner ear fluids) to at 
least the 30-db. level or higher, in the 512, 1.024, 
and 2,048 frequencies, the speech frequencies. The 
ability to hear at these levels, which should be 
evident immediately, on the operating table, is nec- 
essary for practical, serviceable, unaided hearing 
acuity, 

2. The surgical technique employed should be 
capable of improving the hearing in a given ear, no 
matter how low the preoperative audiometric read- 
ing for airborne sound happens to be for the three 
frequencies, so long as the masked bone-conduction 
hearing for pure tone in these frequencies has not 
fallen below the 20-db. level. 

3. The technique employed must incorporate defi- 
nitely prescribed, time-proved means for deliberate- 
ly conserving and permanently maintaining the 
hearing newly regained by the operation. 

4. To reach the above-mentioned three objec- 
tives, it is essential that the basic principle of the 
technique employed should consist of the surgical 
creation of a new covered vestibular window out- 
side of the middle ear to replace the functionally 
impeded covered oval window within the middle 
ear. 

5. It is of functional importance that the new 
fenestra be placed outside of the middle ear. To 
prevent the newly created vestibular fenestra from 
eventually becoming functionally impeded by the 
progressively spreading otosclerotic tumor, it is 
essential to create a new vestibular fenestra out- 
side the otosclerotic oval window fossa in a region 
out of reach, as a rule, by the otosclerotic lesion. 

6. Functional permanency is of importance in 
the new fenestra, A newly created vestibular fenes- 


DRY FENESTRA NOVOVALIS OPERATION—LEMPERT 231 


tra cannot be left uncovered without jeopardizing 
not only the patient’s cochlear nerve function but 
his very life as well. The fenestra must be isolated 
from the tympanic airspace without leaving any 
direct connection between the middle ear and the 
new window to prevent postoperative labyrinthine 
infection secondary to onset of middle ear infection 
during the life span of the patient. A time-proved 
means for the prevention of ultimate osteogenetic 
closure of the newly created vestibular fenestra 
must also be provided to insure the functional per- 
manency of such fenestra. 

7. It is of acoustical importance that the new 
vestibular fenestra be placed outside of the middle 
ear and be covered and sealed off without leaving 
any direct connection between the middle ear and 
the new vestibular window. To increase the sound 
pressure difference between the round cochlear 
window and the surgically created vestibular win- 
dow, it is essential to have the middle ear space 
acoustically sealed off. This way the sound pres- 
sure acting upon the intratympanic cochlear win- 
dow is relatively smaller than the sound pressure 
acting on the newly created extratympanic vestibu- 
lar window. 

It should be emphasized that the secret of both 
the immediate restoration and permanent conser- 
vation of serviceable hearing in middle ear deafness 
of otosclerotic origin, with surgical means, lies in 
replacing the functionally impeded intratympanic 
vestibular fenestra ovalis with a newly created ex- 
tratympanic vestibular fenestra within the wider 
bony ampullar portion of the external semicircular 
canal immediately posterolateral to the tympanic 
course of the facial nerve canal. 

The fenestra novovalis operation was developed 
by observation, consideration, and ultimate appli- 
cation of the above-mentioned requirements. This 
is the reason why this type of operation makes it 
possible not only to predict preoperatively but also 
to obtain postoperatively the maximum obtainable 
and permanently maintainable hearing improve- 
ment in clinical otosclerosis. 

119 E. 74th St. (21). 


Antibiotics in Food Preservation.—Antibiotics have been suggested for use in. . . foods, such as 
milk, eggs, and fresh vegetables. Because antibiotics may inhibit starter cultures used in cheese 
manufacture, dairy products that are going to be used for the production of cheese should under 
no circumstances contain antibiotics. Although there are glowing reports of the advantages to 
be realized from use of antibiotics, it is well to sound again a note of caution. Regulatory offi- 
cials in the United States believe their safety has not been established for most of the proposed 
uses. The status of antibiotics in food in the United States is: They may be used so that no 
residues remain in the food. This is acceptable. They may be used so that residues remain in 
the uncooked food. This is acceptable provided the food is always cooked and the cooking al- 
ways destroys all of the antibiotic (and in the United States provided the residues in the un- 
cooked product are within an official tolerance ). They are being considered for uses which will 
leave some of the antibiotic in the food as it is eaten. Their safety under these conditions has 
not been established.—C. G. Durbin, Antibiotics in Food Preservation, American Journal of Pub- 
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OTOLOGY 


Gordon D. Hoople, M.D., Syracuse, N. Y. 


I should like to review hearing losses as otolaryn- 
gology has looked upon them during my _ profes- 
sional lifetime. I entered otolaryngology about the 
time that the audiometer was first available for 
clinical use. I had my training in one of the best 
institutions in the United States and received it 
from the hands of most competent men, including 
the finest pedagogue otolaryngology has ever 
known, the late Dr, Harris P, Mosher. There was 
no audiometer in clinical use during all of my resi- 
dency, and I practiced for a few vears without the 
aid of such an instrument. 


Early Diagnostic and Remedial Methods 


It is interesting, in the light of modern otology, 
to realize what one could accomplish with whis- 
pered and spoken voice tests together with tuning 
forks and the Galton whistle. Patients with pure 
perceptive and pure conductive hearing losses could 
be isolated, but patients with mixed losses were 
less satisfactorily classified. There was no general 
recognition then that a person with otosclerosis 
might have some concomitant nerve degeneration. 
As a matter of fact, many cases of otosclerosis went 
undiagnosed, for the teaching of that day laid stress 
upon the statement that a patient with otosclerosis 
must have a patent eustachian tube and a normal 
drum head. This was tantamount to suggesting that 
infection could not occur in an otosclerotic ear. The 
advancing hearing loss in a patient with otoscle- 
rosis with scarred drums was deemed due to a 
“chronic progressive adhesive deafness” because the 
adhesions grew tougher and less flexible with ad- 
vancing years. 

Not only did these mixed losses prove puzzling 
but even the pure conductive and pure perceptive 
losses could not be properly classified. This is not 
surprising when one considers the diagnostic meth- 
ods available in the mid-1920's. Even today, we are 
only beginning to appreciate the difference between 
a lesion of the end organ and nerve involvement, 
and we had to wait till recruitment tests had be- 
come popular and testing of hearing by monitored 
speech had come into its own before this difference 
could be assayed, It is interesting to note that re- 
cruitment was recognized and described by Dr. 
Fowler Sr. many years before it was suggested that 
this phenomenon might be useful in differentiating 
Meéniere’s syndrome from acoustic neuroma. In the 
mid-1920’s it would have taken considerable temer- 
ity to classify as a pure perceptive loss an audio- 
gram which showed a greater loss in the low tones 
than in the higher frequencies. 


Chairman’s address, read before the Section on Laryngology, Otology, 
and Rhinology at the 106th Annual Meeting of the American Medical 
Association, New York, June 5, 1957. 


In considering otological advances to 
overcome hearing loss, it is almost right to 
say that no case of conductive hearing loss 
is without possible help by surgery. In the 
case of perceptive hearing loss, however, fu- 
ture advances will probably be more preven- 
tive than therapeutic. Among many causes of 
perceptive hearing loss, at least four are on 
the verge of a preventive solution. These are 
hearing loss due to (1) the difficulties of Rh- 
negative pregnancy; (2) the loss of proper 
blocd supply to the ear following athero- 
sclerosis; (3) allergic sensitivity which may 
cause degeneration of the nerve of hearing; 
and (4) loss of hearing due to exposure to 
industrial noise. Probably the major reason 
today for improvement in the avoidance of 
hearing losses is the curtailment of infections. 


We were resigned, in my beginning days, to the 
fact that we could do nothing with irreversible 
losses—both perceptive and conductive. We awaited 
termination of acute suppuration with the hope 
that, in each instance, it would leave no hearing 
loss in its wake. Fortunately, more often than not, 
it left none. Even the lowly and remediable secre- 
tory otitis was frequently missed and thus went un- 
treated. We stood in awe of hearing losses, We 
suggested hearing aids of the kind then available 
and hoped they would be helpful. 

If this sounds derogatory, it is not meant to be 
so. | have a profound respect for my seniors in oto- 
larvngology. They taught me so much that I shall 
be forever grateful for their efforts. They were art- 
ists in the techniques of the day, and they were 
responsible for saving many lives. The curtailment 
of infection is probably the major cause for the dif- 
ference between my beginning days and 1957. 

Have we not come a long way? It is almost right 
to say that no case of conductive hearing loss is 
without possible help by surgery. This all began 
when our honorary chairman, Dr. Julius Lempert, 
so perfected the fenestration operation that he could 
get lasting hearing improvement from it. Further, 
he could teach its technique to others so they could 
do likewise. It is only natural that surgery for con- 
genital atresia, tympanoplasty, and mobilization of 
the stapes followed, It is interesting, too, to specu- 
late that the surgical triumphs are successful to the 
degree that they are not only because of the per- 
fection of these techniques by their authors but also 
because the after care is benefited and largely con- 
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trolled by the use of the antibiotics. It is logical to 
assume that further advances will be made which 
will be built on the background of these techniques. 
The other day, I was faced with a dilemma. A pa- 
tient on whom a radical mastoidectomy had been 
done, with a resulting major hearing loss in that 
ear, presented himself with a cholesteatoma behind 
the drum in the opposite ear. With use of the end- 
aural technique and the principal behind the mo- 
bilization exposure, a cholesteatoma which extended 
from the antrum to the floor of the tympanum was 
removed without disturbance of the ossicles (which 
were intact). The drum and the cutaneous canal 
wall were replaced. The cavity was closed by su- 
tures as in a simple endaural mastoidectomy, and 
two weeks later a hearing test revealed normal hear- 
ing in this ear. Five years ago a radical mastoidec- 
tomy would have been done, with a handicapping 
hearing loss as a probable result. Such surgery is pos- 
sible because some have blazed the trail with tech- 
niques which were unknown in my beginning days. 


Prophecies for the Future 


| have just said that it is almost right to say that 
no case of conductive hearing loss is without pos- 
sible benefit of surgery. What of the future of per- 
ceptive losses? I believe we will see fewer of these 
in the future than we have in the past. This is not 
because I believe a cure is just around the corner. 
Parenthetically, a cure looks impossible now, but 
so did one for otitic meningitis 20 years ago. I have 
seen too many medical miracles in my lifetime to 
state categorically we will never have a cure for 
perceptive hearing losses. But a cure is not on 
the horizon now, so why do I say I think there will 
be fewer perceptive losses in the future? I think 
it will come about by prevention, Let me mention 
a few ways through which this may come to pass. 

Among several causes, four come to my mind at 
the moment which have crippled many persons in 
the past and which may be on the way out; some 
of them actually are. The first of these are the con- 
ditions which cause a child to be born with a con- 
genital hearing loss. There probably always will be 
the sporadic case of hearing loss in a newborn 
child, despite all the preventive measures we in- 
stitute. We do not know the cause in each instance 
now, but we are gradually learning some of them. 
We now know that the severe jaundice which some- 
times follows an Rh-negative pregnancy may cause 
a severe hearing loss. We also know that a baby 
who is a so-called blue baby in the first week or so 
of life may suffer a hearing loss because not enough 
oxygen is in the blood in these first few days to 
give adequate nourishment to the ears so they can 
live to the full. The result is that part of the ear dies 
and never functions again. We know, too, that rubel- 
la suffered by a mother in the first trimester of her 
pregnancy may result in the birth of a child with a 
severe hearing handicap. These are three conditions 
which we know can cause a congenital hearing loss. 
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There is hope that the appropriate management 
of an Rh-negative pregnancy may prevent the oc- 
currence of marked jaundice in the baby, who 
otherwise may have a severe hearing loss. The 
proper administration of oxygen or the employ- 
ment of other necessary remedial measures to a 
blue baby may prevent damage to hearing. Should 
abortion be induced in a young woman who has 
had rubella in her first three months of pregnancy? 
This question has been raised, There are arguments 
which say no, particularly religious ones. Will an 
appropriate serum promptly administered be the 
answer? Here are possible preventive measures 
which were not in existence a mere 10 years ago. 
Here is hope that there will be fewer congenitally 
deaf babies in the future. 

A frequent cause of hearing loss in later life is 
that which is due to the fact that the ear does not 
have its proper blood supply, i. e., the loss that 
follows arteriosclerosis or atherosclerosis. Some very 
exciting research is under way, the final conclusions 
of which are not yet available, which shows that it 
may well be that proper medication and diet will 
prevent atherosclerosis and thus eliminate the hear- 
ing loss due to poor blood supply to the ears. To 
prevent this type of loss, a physician must be aware 
of the fact that the individual has poor vascular 
supply to the ear and that because of this a sub- 
sequent hearing loss may occur, or, if a loss is 
already present, an additional loss will occur if 
remedial measures are not instituted. This is pre- 
ventive medicine of the highest order. That all 
hearing loss due to this cause may be prevented 
is not a prediction. Research only suggests that it 
may be, but this is certainly exciting. It is particu- 
larly so, because very often in this type of hearing 
loss a hearing aid has no value. 

A third cause of hearing loss which may diminish 
is that which is due to allergy. Allergic sensitivity 
sometimes includes the ear. Occasionally, this causes 
a sudden severe loss. More frequently, however, 
as a result of repeated minimal allergic episodes 
throughout life, in later years there is a fair degree 
of the loss of hearing due to gradual degeneration 
of the nerve of hearing. Many children, as well as 
adults, today are under allergic management, and, 
because of this, I predict that in the future we will 
see much less of this type of hearing loss than we 
see today. For some of the adults, allergic manage- 
ment has been instituted too late to prevent a loss. 
The great hope is with the children. 

Lastly, I think of the loss of hearing that is due 
to exposure to industrial noise. To affect hearing, 
industrial noise must be very loud, and ears must 
be exposed to it over a period of years, Hearing 
loss is found frequently in many workers in the 
heavy industries. Fortunately, the ears of all work- 
ers are not equally sensitive. Some are resistant to 
noise exposure, but the number of men who are 
riveters, chippers, and drop forge hammer workers 
and who have a considerable hearing loss due to 
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exposure to the noise of their occupation totals 
more than one likes to think. This has been recog- 
nized as a threat to hearing for more than 100 
years. Fosbrooke, as long ago as 1831, wrote about 
this kind of hearing loss, but, unfortunately, very 
little was done about its prevention until recently. 

Industry was unwilling to take steps to correct 
this situation because there had been no claims 
for compensation for industrial hearing loss. Ap- 
parently, management felt that to institute correc- 
tive measures would awaken labor to the fact that 
this was a compensable condition. Management 
evidently feared a flood of claims. Their fears were 
correct, because the flood of claims has begun. 
Awakened by the activities of the Committee on 
Noise in Industry of the American Academy of 
Ophthalmology and Otolaryngology, industrial man- 
agement, union leaders, and insurance officials are 
now very cognizant of this industrial hazard. Pre- 
ventive measures in the form of reduction of noise 
at its source and the prevention of damage to the 
ears by the wearing of ear defenders if the noise 
is not reducible to a safe limit are fast becoming 
the order of the day. Some really significant changes 
in the picture are just around the corner. 

If these four causes of hearing loss are even 
partly eliminated, the amount of human suffering 
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which can be eliminated is incalculable. There is 
promise that this may be so in each one of these 
instances. 

In relating to you the techniques now available 
for use in helping those who have hearing handi- 
caps, which our forebears did not have, and the 
very exciting news that some hearing losses may 
never occur at all, I do not mean to say that the 
problem of hearing losses will disappear. We will 
undoubtedly have a good deal of it with which we 
must cope for the rest of our lives, but just as today 
we look askance at one who condemns a young 
child to a life of limited usefulness by saving “It is 
deaf and dumb” and refuses to do anything about 
it, some of our descendants will probably look back 
on this day and wonder why we had so much hear- 
ing loss, why we managed it so poorly, and why 
we allowed it to become such a handicap. It is 
thrilling to take these peeks into the future and to 
be a part of the present-day advances in alleviating 
conductive losses. The contemplation of this should 
make us all wish to double our efforts, There is 
every promise that there will be many fewer in- 
dividuals with hearing handicaps. It is exciting to 
be a part of this glorious picture. 
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REDUCTION IN ELEVATED BLOOD CHOLESTEROL LEVELS 
BY LARGE DOSES OF NICOTINIC ACID 


PRELIMINARY REPORT 


William B. Parsons Jr., M.D. 


John H. Flinn, M.D., Madison, Wis. 


Previous studies by one of us (W. B. P.) and 
associates at the Mavo Clinic showed that signifi- 
cant reductions of levels of blood cholesterol and 
total lipids followed administration of large doses 
of nicotinic acid (niacin) in persons with hyper- 
cholesteremia.' The ratio of beta-lipoprotein choles- 
terol to alpha,-lipoprotein cholesterol was also re- 
duced by therapy with nicotinic acid, Phospholipids 
remained essentially unchanged, resulting in lower- 
ing of the cholesterol-phospholipid ratio. Substitu- 
tion of a placebo resulted in return of cholesterol 
levels and the lipoprotein fractions to pretreatment 
levels. Further administration of nicotinic acid re- 


From the Department of Internal Medicine, Jackson 
Clinic. 


Prompt and sustained reduction of blood 
cholesterol levels was obtained in nearly all 
of the hypercholesteremic patients who re- 
ceived large doses of nicotinic acid. Daily 
doses higher than 3 Gm. of nicotinic acid 
were required in more than 50% of the pa- 
tients and in some cases 6 Gm. daily were 
needed to consistently reduce the blood 
cholesterol level. No dietary restrictions were 
imposed in this study. The mechanism by 
which nicotinic acid produces the observed 
changes in blood lipids remains obscure. 
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- sulted:in reduction of the lipid constituents similar to ~~ 


the initial response.'” The effect of nicotinamide (ni- 
cinamide ) was not studied. 

The present study was undertaken to confirm the 
results of the Rochester group, to obtain further expe- 
rience with different doses of nicotinic acid, and to 
begin to evaluate the effect of nicotinamide on blood 
lipids. Blood cholesterol levels only were determined, 
omitting the total lipid and lipoprotein determina- 


TaBLeE 1.—Mean Cholesterol Levels at Intervals During Therapy 
with Nicotinic Acid 
Mean Cholesterol Levels, Mg. per 100 Ce. 


—- -- —— 


Group 1 Group 2 Groups 
Duration, Wk. & patients 16 patients 1 & 2 
0 334 320 325 
2 270 269 269 
4 251 259 257 
6 269 262 64 
8 275 263 267 
10 271 269 270 
12 266 261 263 
14 259 
16 241 
18 275 
20 273 
22 
24 
26 257 
225 
30 952 


tions, which had varied in the same direction and in 
about the same magnitude as the cholesterol levels in 
the earlier studies.' The results are so impressive that 
we consider a preliminary report to be justified at this 
time. 

Material and Methods 

Patients were selected for study if the blood choles- 
terol level was consistently higher than 260 mg. per 
100 ce. on at least two determinations before therapy. 
The average pretreatment level was 270 mg. per 100 
ce. or higher in all patients. 

Cholesterol determinations had originally been per- 
formed in these patients for a variety of reasons, Nine 
patients had survived myocardial infarctions. Three 
others suffered from angina pectoris, and two patients 
had arteriosclerosis obliterans with claudication. Two 
patients had survived cerebral infarctions. Two had 
diabetes mellitus. Xanthelasma of the eyelids had been 
noted in five patients, xanthoma tendinosum in one, 
and premature arcus senilis in two. Five patients gave 
a history of hypercholesteremia and/or atheroscle- 
rotic disease in members of their families but showed 
no evidence of these clinical states themselves. 

Nicotinic acid was administered initially in doses of 
3 Gm. daily in the form of capsules each containing 
500 mg. Two capsules were given three times daily 
after meals to minimize side-effects, This dose was con- 
tinued for 12 weeks in all patients. Then, if the blood 
cholesterol was normal (less than 250 mg. per 100 cc. ), 
the same dose was continued, or, in a few patients, a 
maintenance dose of 1.5 Gm. per day was tried. In 
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patients whose chol ol levels t d above nor- 
mal after 12 weeks, the daily dose was increased to 
4.5 Gm. and later to 6.0 Gm. in some cases, depending 
on the response. After 30 weeks of therapy with nico- 
tinic acid, nicotinamide was substituted in a dose equal 
to the most effective dose of nicotinic acid. 

All patients were urged to continue eating exactly 
as they had before the study, so that the only variable 
introduced was the administration of nicotinic acid. 
Except in one patient (case 9) on a low-fat diet and 
two diabetic patients (cases 2 and 14) on special diets, 
all patients can be considered to have been eating an 
average American diet. 

Blood samples were drawn at two-week intervals 
for cholesterol determinations by the method of 
Drekter.”. Determinations of —sulfobromophthalein 
(bromsulfalein) clearance and blood nonprotein nitro- 
gen and urinalysis were performed after 8 to 32 weeks 
of therapy in 19 patients. 


Results 


Changes in Cholesterol Levels.—Twenty-four pa- 
tients have thus far been followed for 12 weeks or long- 
er. Of these, eight patients (group 1) have completed 
30 weeks of therapy with nicotinic acid and 4 to 12 
weeks of nicotinamide, permitting some preliminary 
observations regarding the latter drug. The remaining 
16 patients (group 2) have completed 12 to 30 weeks 
of therapy with nicotinic acid. 

Table 1 shows mean cholesterol levels for both 
groups of patients at two-week intervals. The prompt 
reduction effected by nicotinic acid is shown in the 


TaBLE 2.—Average Cholesterol Levels During Therapy with 
Nicotinic Acid and Nicotinamide (Group 1) 


Avy. Cholesterol Levels, Mg. per 100 Ce. 


Age Nicotin- 


Case and Before 0-12 12-30 amide 
No. Sex Therapy Wks. Wks. Therapy 
1 480) 291 342 
2 4, F B05 241 252 280) 
3 44, F 308 241 PHD 
4 58, F 337 231 249 349 
5 6, M 272 276 246 301 
6 38, F 315 269 260 318 
7 61, M 298 269 219 326 
F 360 299 292 254 
Av. 334 267 258 319 


mean decrease of 56 mg. per 100 cc. in the first two 
weeks of therapy. The effect of the initial dose (3 Gm. 
daily) is shown by a mean reduction of 68 mg. per 
100 ce. in group | and 59 mg. per 100 ce. in group 2 in 
the first 12 weeks. The effect of larger doses is shown 
by a further mean reduction of 14 mg. per 100 ce. in 
the subsequent 18 weeks in group 1. 

As shown in table 1, the eight patients of group 1 
showed a reduction in mean cholesterol level of 64 
mg. per 100 cc. in the first two weeks of therapy, from 
334 mg. to 270 mg. per 100 cc. At the end of 30 weeks 
of therapy, the mean cholesterol level had been re- 
duced further to 252 mg. per 100 cc. 


a 
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In the eight patients of group 1, the plasma choles- 
terol level after 12 weeks of therapy (3 Gm. of nico- 
tinic acid daily ) was normal (less than 250 mg. per 100 
ce.) in three, significantly reduced (40 mg. per 100 cc. 
or more), but not to normal in two others, and not 
significantly reduced below the average pretreatment 
level in three. At the end of 30 weeks of therapy, nor- 
mal values were found in six of the eight patients. 
One of the other patients showed significant reduction 
but not to normal, and no significant reduction had 
occurred in one. 

Average values for these patients in each period of 
treatment are shown in table 2. The effect of doses 
larger than 3 Gm. daily (in all except cases 2 and 4) 


TaBLe 3.—Average Cholesterol Levels During Therapy with 
Nicotinic Acid (Group 2) 


Av ‘holesterol Lev els, Mg. per 100 Ce. 


Cuse and Before 0-12 Further 
No. Sex Therapy Wks. Therapy* 
58 M 294 251 241 
10 38, M 279 239 237 
11 64, M 270 251 250 
12 62, M 294 264 258 
13 7, F 351 238 209 
14 3, F 319 243 246 
15 8, F 336 259 247 
16 41, M 306 286 273 
17 is, M 317 982 2908 
18 1, M 304 248 266 
19 54, F 294 229 
*) 48, M 309 307 318 
21 32, M 305 291 294 
22 48, F 430 315 
23 59, M 336 222 
24 53, M 330 297 
AV. 320 64 


*No value given for further therapy if less than four weeks. 


is reflected in the lower averages for the 12-to-30-week 
period as well as by the larger number which had 
reached normal levels by the end of 30 weeks. The 
mean levels for the 12-to-30-week period might have 
been lower except for the use of decreased doses of 
nicotinic acid (1.5 Gm. daily) in two patients. Cases 3 
and 4 were given daily doses of 1.5 Gm. for eight 
weeks (from the 12th through the 20th week) vith 
return of cholesterol levels to higher values in both 
instances, necessitating resumption of the original 
dose. One patient (case 2) differed from all others in 
the study in that a daily dose of 1.5 Gm. of nicotinic 
acid was used throughout the first 24 weeks, after 
which nicotinamide was administered. 

The 16 patients of group 2 showed reduction in mean 
cholesterol level of 51 mg. per 100 cc, in the first two 
weeks of therapy, from 320 to 269 mg. per 100 cc. 
(table 1). The mean cholesterol level was further re- 
duced to 261 mg. per 100 cc. by the end of 12 weeks 
of therapy. 

In the 16 patients of group 2, the plasma cholesterol 
level after 12 weeks of therapy was normal in 6 pa- 
tients, significantly reduced but not to normal in 4 
others, and not significantly reduced in 6. Further 
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therapy in 14 of these patients included the use of 
doses larger than 3 Gm. daily in 9 patients (cases 9, 
12, 14, 16, 17, 18, 20, 21, and 22). The last cholesterol 
determination gave a normal result in seven patients, 
significant reduction but not to normal in two, and no 
significant reduction in seven. Average values for the 
patients of group 2 in each period of therapy are 
shown in table 3 

The effect of doses larger than 3 Gm. of nicotinic 
acid per day in the five patients who eventually re- 
ceived 6 Gm. daily is shown in table 4. In all, increased 
doses were used in 15 patients whose cholesterol levels 
were higher than normal after 12 weeks of therapy. Of 
these, only two patients had consistently normal choles- 
terol levels after daily doses of 4.5 Gm. Of the five 
patients who have taken 6 Gm, per day, cholesterol 
levels reached normal in all except one (case 8) and 
were consistently normal in three (cases 5, 6, and 9). 
Based on these results, one might predict similar im- 
provement in the seven patients who have failed to 
respond to doses of 4.5 Gm. daily and who will now 
receive larger doses as the study continues. 

Administration of nicotinamide to the patients of 
group 1 resulted in prompt increases of cholesterol 
levels to the pretreatment range (table 2). This re- 
sult occurred despite the use of doses equal to the 
dosage of nicotinic acid which had produced the most 
satisfactory response, 

Side-reactions.—The absence of serious side-reac- 
tions, noted by the Mayo Clinic group, was confirmed. ' 
Nearly all patients experienced a subjective and objec- 


TasLe 4.—Effect of Different Dosage Levels of Nicotinic Acid 
on Plasma Cholesterol Levels 


—" Cholesterol Levels, Mg. per 100 Ce., 
with 


Age Different Dosages (Gm. per Day) 

Case and — 
No. Sex 0 3.0 45 6.0 

293 305 262 

5 M 272 276 PAD 247 

6 38, F 315 280 231 

Ss M 251 5? 22 

Ay. S44 2st) 278 253 


tive flush, which occurred briefly after each dose of 
nicotinic acid for the first one to seven days of adminis- 
tration. This phenomenon decreased in intensity after 
the first day and had almost invariably subsided by the 
end of the first week, with an average duration of 
three or four days. After the first week about half of 
the patients reported that the first dose of the day 
occasionally caused flushing, which was, however, not 
severe. This occurrence seems related to the size of the 
meal which preceded the ingestion of nicotinic acid. 
Pruritus frequently accompanied the flush and often 
persisted a few days longer. Urticaria occurred very 
briefly in two patients and did not interfere with ther- 
apy. Three patients (not included in this series ) 
stopped taking the drug because of side-reactions: one 
after five days because of the flush, another after two 
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weeks because of irritable bowel symptoms, and the 
third after several weeks because of dryness of the 
skin and blurring of vision with no objective findings 
when examined by an ophthalmologist before and after 
a dose of nicotinic acid. No side-reactions were ob- 
served in patients taking nicotinamide. 

Sulfobromophthalein tests of liver function, deter- 
minations of blood nonprotein nitrogen levels, and 
urinalyses revealed no abnormality in 19 patients after 
8 to 32 weeks of therapy. 


4 8 20 24 32 36 “20 
Weeks of treatment 


8 


Plasma cholesterol 
mg. per 100 cc. 


Fig. 1 (case 4).—Ilustration of reduction of blood cholestero!] 
levels by administration of 3 Gm. of nicotinic acid (niacin ) 
daily, return to elevated levels during the use of 1.5 Gm. of 
nicotinic acid daily, reduction to normal levels when a daily 
dose of 3 Gm. of nicotinic acid was resumed, return to ele- 
vated levels when nicotinamide (niacinamide) was substituted, 
and reduction to normal levels when use of nicotinic acid was 
again resumed. 


Comment 


Prompt and sustained reduction of blood choles- 
terol levels after large doses of nicotinic acid in nearly 
all of the patients studied confirms the previously re- 
ported results of the Mayo Clinic group.' The greater 
reduction in cholesterol levels and larger percentage of 
cases showing reduction to normal values in our series 
can be attributed to more liberal use of doses of 4.5 or 
6 Gm. per day, As further experience has been ob- 
tained, it has become apparent that 50 to 70% of 
patients require doses of this order to reduce choles- 
terol levels to normal. It also seems clearly established 
that continuous therapy at the same dosage is neces- 
sary to maintain the reduced levels, since substitution 
of a placebo or of nicotinamide resulted in prompt 
return of blood cholesterol to the pretreatment range 
of values. With very few exceptions, a dose of 1.5 Gm. 
of nicotinic acid per day has also proved to be ineftec- 
tive or to give suboptimal results. 
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Figures 1, 2, and 3 show typical cases which illus- 
trate individual variations in response to the various 
doses of nicotinic acid and the lack of effect of nico- 
tinamide. Figure 1 shows the prompt reduction to 
normal cholesterol levels in case 4 on the initial dose 
of 3 Gm. daily. When the dose was reduced to 1.5 
Gm. daily, the cholesterol levels again rose. Resump- 
tion of the original dose resulted in reduction to nor- 
mal levels again. When nicotinamide was substituted 
at the end of 30 weeks, blood cholesterol levels rose to 
values as high as those observed before treatment. 
After 12 weeks of administration of nicotinamide, nico- 
tinic acid was again given in the original dose, fol- 
lowed by prompt reduction of blood cholesterol level 
to normal. 

Figure 2 shows the tailure of the patient in case 7 
to respond to the initial dose of 3 Gm. per day but 
reduction to consistently normal cholesterol levels 
after use of 4.5 Gm. daily. Substitution of nicotinamide 
in the same dose was followed by an abrupt rise in 
cholesterol levels to well above the normal range. 
When administration of nicotinic acid was resumed, 
blood cholesterol levels fell to normal and have re- 
mained consistently normal. 

Figure 3 shows the failure of the patient in case 6 to 
respond to doses of 3 Gm. daily or 4.5 Gm. daily but 
reduction to consistently normal cholesterol levels after 
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Fig. 2 (case 7).—HHlustration of reduction of blood cholesterol 


levels to normal by administration of 4.5 Gm. of nicotinic acid 
(niacin) daily, return to elevated levels when nicotinamide 
(niacinamide) was substituted, and reduction to normal levels 
when use of nicotinic acid was resumed. 


use of 6 Gm. daily. When nicotinamide was substituted 
in equal dosage, cholesterol levels returned to values 
as high as those observed before treatment. 

The rapid disappearance of the flush which nicotinic 
acid produces and the absence of other significant 
side-reactions or toxic effects in the experience to date 
suggests that this method is practical for clinical use. 
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Since no dietary restrictions were imposed either in 
the present study or in the Mayo Clinic series, it is 
apparent that nicotinic acid reduces cholesterol and 
beta-lipoprotein cholesterol levels in spite of the use 
of an average American diet by persons with hyper- 
cholesteremia. 

The mechanism by which nicotinic acid produces 
the observed changes in blood lipids remains obscure. 
The apparent failure of nicotinamide, which had an 
effect similar to that of the placebo employed by the 
Rochester group, may provide a clue to the mechanism 
of action because of the slight chemical difference be- 
tween the two drugs. These observations may, in fact, 
open a new avenue of investigation regarding the 
mechanism which establishes the total blood choles- 
terol and its several lipoprotein fractions at normal or 
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Fig. 3.—Illustration of the reduction of blood cholesterol 
levels to normal by administration of 6 Gm. of nicotinic acid 
(niacin) daily, with the return to elevated levels when nico- 
tinamide (niacinamide) was substituted, 


abnormal levels. The lack of cholesterol-reducing ef- 
fect of nicotinamide agrees with the observations of 
Altschul and associates.* 

The accumulated experience in the Rochester and 
Madison series indicates, we believe, that nicotinic 
acid is the most effective and practical agent yet in- 
troduced for reduction of elevated levels of blood 
cholesterol and beta-lipoprotein cholesterol. The ob- 
served changes in blood lipids are those which have 
been the objective of many therapeutic programs be- 
cause of the increased incidence of atherosclerosis in 
individuals with hypercholesteremia and elevated ra- 
tios of beta-lipoprotein to alpha,-lipoprotein choleste- 
rol. However, in spite of the well-known statistical re- 
lationship, we do not mean to imply that these changes 
will necessarily prevent atherosclerosis or arrest its 
progress. Evidence of such benefit can be obtained 
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only by treating a large number of patients for many 
years and comparing the results with an untreated 
control group. This study is now in progress. It should 
be mentioned, however, that Altschul’s studies in 
rabbits showed inhibition or prevention of atheroma 
formation in animals fed nicotinic acid and cholesterol 
in comparison to a control group fed cholesterol with- 
out nicotinic acid.” 


Summary 


Administration of nicotinic acid (niacin) orally in 
large doses (3 to 6 Gm. daily) to 24 patients with - 
hypercholesteremia resulted in significant reduction in 
blood cholesterol levels in 16 (66.7% ). Normal levels 
were attained in 6 of 8 patients followed for 30 weeks 
or longer and in 7 of 16 additional patients followed 
for at least 12 weeks. 

Doses higher than 3 Gm. of nicotinic acid daily 
were required in more than 50% of patients. Significant 
reduction in blood cholesterol occurred with doses of 
6 Gm. daily in four of five patients whose levels had 
remained above normal after smaller doses, suggest- 
ing the possibility of future improvement in seven 
additional patients who have thus far failed to respond 
to a daily dose of 4.5 Gm. 

Substitution of nicotinamide in equal dosage after 
30 weeks of therapy with nicotinic acid in eight pa- 
tients was followed by prompt return of blood choles- 
terol to pretreatment levels in every instance. 

Flushing and pruritus, which occur after ingestion 
of nicotinic acid, subsided within the first week of 
therapy in nearly all cases. No serious side-reactions 
or toxic effects have been observed which can be 
attributed to nicotinic acid, Nicotinic acid proved to 
be effective in lowering cholesterol levels despite con- 
tinuation of the patients’ customary diets. 


30S. Henry St. (3) (Dr. Parsons). 
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The capsules of nicotinic acid were supplied by the Eli Lilly 
Company. Each capsule contained 0.450 Gm. of nicotinic acid 
and 0.050 Gm. of lactose. For ease of calculation, the approxi- 
mation of 500 mg. of nicotinic acid per capsule was used, 
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CLINICAL NOTES 


ACCIDENTAL INGESTION OF A TOXIC DOSE OF CHLORAMBUCIL 


REPORT OF A CASE IN A CHILD 


Sorrell Wolfson, M.D. 


Mary B. Olney, M.D., San Francisco 


Chlorambucil [p-(di-2. chloroethyl) aminophenyl- 
butyric acid, CB 1348], a water-soluble aromatic nitro- 
gen mustard, was developed by Haddow and his as- 
sociates ' at the Chester Beatty Research Institute in 
London and has recently been used in the treatment 
of patients with malignant lymphoma and leukemia.” 

The purpose of this paper is to report the clinical 
and hematological effects observed in a child from the 
accidental ingestion of an overwhelming dose of this 
orally given nitrogen mustard. A review of the litera- 
ture has failed to reveal a previous report of this type. 


Report of a Case 


A 23-year-old male accidentally ingested approximately 35 
2-mg. (5 mg. per kilogram of body weight) chlorambucil tab- 
lets while visiting an uncle who had been taking this experi- 
mental drug for an inoperable sarcoma. Three hours after this 
incident occurred, the child became lethargic and vomited. 
He grew progressively more unresponsive, and five hours after 
the ingestion he lapsed into unconsciousness, with generalized 
grand mal seizures which were characterized by tonoclonic 
movements of all extremities, eyes rolled back in his head, 
bowel and bladder incontinence, and foaming at the mouth. He 
was brought to the emergency hospital where he was lavaged 
with water without recovery of any of the tablets. He was 
immediately referred to the pediatric ward at San Francisco 
County Hospital in status epilepticus. Convulsions were con- 
trolled with intravenous administration of 150 mg. of sodium 
amytal and 2 cc. of paraldehyde per rectum. Intravenous ther- 
apy with fluids was started, and 5 oz. (141.75 Gm.) of mag- 
nesium citrate was given as a cathartic. 

here was no family history of convulsive seizures, and the 
patient had experienced none prior to this admission, Physical 
examination at the time of hospitalization revealed a 2}-year- 
old boy who was comatose and dehydrated, weighing 14 kg. 
(31 lb.) with rectal temperature of 99 F (37 C), pulse 96 per 
minute, respiration 20 per minute, and blood pressure 108/72 
mm. Hg. There were no positive findings in the head, neck, 
lungs, or heart. Abdominal and rectal examinations also were 
unremarkable. 

Neurological examination revealed the deep tendon reflexes 
to be hyperactive but equal bilaterally. Babinski reflex was 
present bilaterally; however, Kernig, Brudzinski, and Hoffmann 
signs were absent. The cranial nerves were intact. The sensori- 
um was cloudy. Muscle strength and coordination were difficult 
to evaluate because of the patient's comatose state. 

During the first 24 hours after admission, the patient  re- 
mained comatose or semicomatose, during which time he had 
two grand mal seizures, lasting 30 seconds each, and several 
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bouts of vomiting of clear fluid. He was given fluids intrave- 
nously, oxygen nasally, sodium phenobarbital (15 mg. twice, 
intravenously) and prophylactic procaine penicillin G (300,000 
units ). 

On the second hospital day, the patient improved markedly, 
with complete disappearance of symptoms and signs, Adminis- 
tration of oxygen nasally was discontinued. After 12 hours on 
therapy of clear liquids, he was put on a high-protein diet with 
multivitamins (Tri-vi-sol, 0.6 cc. twice a day). Phenobarbital 
(15 mg. twice a day) was adminisiered for four days, and 
then discontinued, 

His 43-day hospital course was complicated by intermittent 
idiopathic elevations of temperature, varying from 101 to 
103.4 F (38.33 to 39.66 C) (rectally). Because of this, the 
penicillin therapy was discontinued after 18 days and _ tetra- 
cycline therapy (400 mg. a day) was begun and continued for 
16 days. Rubeola developed on the 36th hospital day in spite 
of a preventive dose of gamma globulin (3 cc.) on the 19th 
hospital day. He recovered from the rubeola without sequelae. 
His weight remained unchanged throughout his period of 
hospitalization. 

Routine urinalysis on admission was unremarkable. However, 
about an hour after he had been catheterized on the first hos- 
pital day a urine specimen contained a trace of albumin and 
10 red blood cells per high-power field. Repeated urinalyses 
throughout the hospital stay were all normal. 

Repeat guaiac examinations of the stool were negative for 
blood. Liver and kidney function studies were all within normal 
limits throughout his hospital stay. The hemogram on admission 
revealed a slight hemoconcentration and polymorphonuclear 
neutrophil leukocytosis. This could be explained by his state of 
dehydration and convulsive disorder. On the fourth day after 
drug ingestion, a marked leukopenia with depression of both 
the lymphocytes and polymorphonuclear neutrophils was ob- 
served. There was a lymphocytosis on the 12th day, with a 
return to the normal level on the 27th day. The polymorpho- 
nuclear cells showed a gradual return to the normal level by 
the 27th hospital day. The red blood cells and hemoglobin level 
remained within the range of normal throughout the hospital 
course (see figure). The platelets appeared adequate on pe- 
ripheral blood smears and no abnormalities of bleeding or 
clotting were observed clinically. The blood picture became 
cor plicated with the development of rubeola on the 36th hos- 
pital day, at which time his hemogram showed the typical 
measles reaction, i. e., leukopenia with lymphocytosis, with a 
return to normal after his recovery. 

Bone marrow examinations were made at weekly intervals 
and were all within normal limits. After discharge from the 
hospital, the patient was followed intermittently in the out- 
patient clinic. He has been completely asymptomatic, A psycho- 
metric examination revealed the child to have an intelligence 
quotient of 89 according to the Stanford-Binet, Form L, which 
the psychologist interpreted as low normal intelligence. An 
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clectroencephalogram was interpreted as being within normal 
limits. Follow-up hemograms have revealed normal blood cell 
counts. 
Comment 

Galton and others ** reported that a dose of 0.1 to 0.2 
mg. per kilogram per day of chlorambucil for three to 
six weeks was effective in the treatment of patients 
with malignant lymphoma. These workers, as well as 
Altman and others *° who worked with leukemia pa- 
tients, observed that the drug produced an immediate 
lymphopenia and delayed neutropenia which persisted 
during the period of administration and promptly dis- 
appeared when the drug was withdrawn. With thera- 
peutic doses, they noted relatively few toxic effects 
except for nausea and vomiting. Galton and others ™ 
found that patients who received a total dose ap- 
proaching 6.5 mg. per kilogram risked possible irre- 
versible bone marrow damage. They concluded that 
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Blood response to oral ingestion of nitrogen mustard (chlor- 
ambucil ). 


the hematological effects produced by this drug were 
related to the dosage, and the dosage likely to cause 
bone marrow damage is well beyond the therapeutic 
range. 

Elson * working with rats which were given a single 
intraperitoneal dose of 12.5 mg. per kilogram of chlor- 
ambucil observed a transient lymphopenia and neutro- 
penia with rapid return to normal of both the bone 
marrow and blood picture. This case is similar. How- 
ever, the patient did not develop obvious bone mar- 
row depression over the 24-week period after inges- 
tion, and the red blood cell count, hemoglobin level, 
and platelet count remained essentially unaffected by 
the drug. 

Overdosage with this drug produced vomiting, 
lethargy, convulsions, and a comatose state in an 
otherwise normal child. Similar effects have been ob- 
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served by Boyland and Rutenburg and others in 
animals receiving toxic doses of other alkylating cyto- 
toxic agents. The previous investigators" have not 
reported any neurotoxic effects of chlorambucil. 

Our patient exhibited intermittent episodes of fever 
which were believed to be related to the prophylactic 
antibiotics. However, it is possible that this agent 
might have temporarily affected the thermoregulatory 
center, Careful follow-up of this child will be con- 
tinued to determine whether there is any detrimental 
long-term effect of this drug. 


Summary 


A 2'2-vear-old child accidentally ingested a mas- 
sive dose of chlorambucil (CB 1348) (5 mg. per 
kilogram of body weight, total 70 mg.). This pa- 
tient showed relatively few toxic effects. The prin- 
cipal reaction was neurotoxic, characterized by a 
convulsive disorder and comatose state that was 
readily corrected over a relatively short period of 
time. The neutrophils and lymphocytes were tem- 
porarily depressed during the first 27 days after 
ingestion, but no recognizable bone marrow depres- 
sion was observed. The red blood cell series, hemo- 
globin level, and platelet counts remained essentially 
unaffected by this drug. Chlorambucil caused no 
apparent disturbance to the renal and hepatic func- 
tions, or to other systems of the body. 


We should like to express our appreciation to Dr. Ralph 
Wallerstein for interpretation of the bone marrow smears and 
to Dr. Edward H. Strisower for his study of the peripheral 
blood smears. 
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A GLOVE-TYPE EXTENSION HAND SPLINT 


Frederick W. S. Modern, M.D., George V. Devins, B.A., R.C.T. 


John C. Russey, Cert. Prost. Orthot., Long Beach, Calif. 


A glove-type extension hand splint has been under 
investigation in the Physical Medicine and Rehabilita- 
tion Service of the Veterans Administration Hospital, 
Long Beach, Calif. After numerous modifications we 
arrived at the following model. We have constructed a 
glove in which the fingers of the glove are replaced by 
fingerlings which permit each finger to be secured 
individually. The fingerling begins just proximal to the 
first interphalangeal joint and ends beyond the fin- 
gertip. The fingerling is attached to a tongue of leather 
which forms part of the body of the glove. 

The back of the glove carries a leather tunnel which 
continues into the tongue of each fingerling. Metal 
stays are inserted into each tunnel, as many as nec- 
essary to overcome the flexor spasm or contracture 
without causing the patient undue discomfort. A 
strap at the metacarpophalangeal level prevents 
the fingers withdrawing from the fingerlings during 
acute spasm. The front of the glove is split and is 
provided with straps to make the application of 
the glove easier. 


From the Physical Medicine and Rehabilitation Service and 
the Brace Shop, Veterans Administration Hospital. 


The advantages of this type of extension splint are 
that it is easily applied, is light weight, has good cos- 
metic effect, and is completely adaptable to the 
amount of spasm and/or contracture of each individ- 
ual finger and that nearly all patients are able to put 
on and take off the splint without assistance. 


Dorsal aspect of splint. Note tunnels with stays in place. 
Number of stays depends on resistance to be overcome and tol- 
erance of patient. 


SPECIAL ARTICLE 


THE U. S. ARMY MEDICAL DEPARTMENT IN WORLD WAR II 


THE HISTORY OF THE HISTORY 


Col. John B. Coates Jr. (MC), U. S. Army 


When Brig. Gen. Frank W. Weed, M. C., had 
finished his labors as editor of the history of the 
United States Army Medical Department in World 
War I, he wrote a most excellent and readable account 
of his experience.’ In it, he remarked that if the per- 
sonnel responsible for writing the history of the War 
of the Rebellion had been available at the time the 
history of World War I was written, and if they had 
kept abreast of the times, the latter history would have 


Director, the Historical Unit, United States Army Medical 
Service, Walter Reed Army Medical Center, and Editor-in- 
Chief of “Medical Department, United States Army in World 
War II.” 

Read in summary before the annual meeting of the Society 
of Medical Consultants to the Armed Forces, Washington, 
D. C., Nov. 26, 1956. 


been produced much more expeditiously in respect to 
quality, time, and money. Even if they had not kept 
abreast of the times, they would have been very useful 
indeed. In fact, almost the only assumption in which 
General Weed was wrong was contained in his sound 
advice—which was not followed—that a directive, with 
the torce of Army Regulations, should be prepared to 
provide for a continuing historical survey against a 
future war, though “many years may elapse before we 
become involved in a war, whose magnitude would 
warrant having a medical and surgical history for it 
comparable in size either for the Civil War or for the 
World War.” He wrote these words in 1929, and it 
was only 12 years later that the United States entered 
World War II. 


, 
and 
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The history of the U. S. Army Medical Department 
in World War II is far from completion, and the time 
to write the definitive history of how it was written has 
not yet arrived. The story was, however, ably begun 
by Brig. Gen. Albert G. Love, M. C., U. §S. Army 
(Ret. ), first Director of the Historical Division when it 
was revived in the Office of the Surgeon General in 
1941.* Another report was made in 1954 by the fourth 
Director of the Division, the late Col. Calvin H. God- 
dard, M. C., U. S. Army (Ret.).” The present com- 
munication is a further progress report. 


Historical Note 


It is almost exactly a century ago that medicomilitary 
history came into existence, with the publication, in 
1858, an incredible two years after the end of hostili- 
ties, of a history of the Crimean War. That two-volume 
work was conceived by Andrew Smith, Director 
General, British Army Medical Service, at the very 
beginning of that war, when he found that nothing 
was available from previous wars to aid him in his 
gigantic task. As he wrote in his preface to the history: 
“The doubts and indescribable anxieties which result 
from the absence of all details calculated to instruct, 
under existing circumstances, led me early to deter- 
mine that my successor should, provided I continued 
in office till the termination of the war, never have to 
encounter the many difficulties and perplexities which 
had fallen to my lot.” 

General Smith implemented his determination most 
effectively. He preserved all his correspondence and 
had a descriptive index made of it. He secured analy- 
ses of professional documents and reports. By these 
and other methods, he was able to produce a two- 
volume history of the Crimean War within two years 
after it ended, the first volume dealing with medi- 
comilitary matters and the second, published in two 
parts, dealing with diseases, injuries, and wounds. 

When the War of the Rebellion broke out in the 
United States, these volumes were available to the 
Medical Department, and their importance and use- 
fulness were attested to by Surgeon ( Brevet Lieutenant 
Colonel) Joseph J. Woodward, to whom was assigned 
the duty of gathering material for the history of that 
conflict. One of the first official actions of Brig. Gen. 
William A. Hammond, then the Surgeon General, had 
been to recommend to the Secretary of War, in 1861, 
that a sanitary commission be set up at once, because 
“we wish to prevent the evils that England and France 
could only investigate and deplore.” 

These volumes on the Crimean War, said Surgeon 
Woodward, in a report to the Surgeon General in 1865, 
gave direction to Medical Department efforts, even 
though British troops were fewer than those engaged 
in the Civil War and the climate in which they served 
was different. If, as General Weed wrote in 1929, there 
had existed during the Civil War a dependable record 
of earlier wars in which the United States had been 
engaged, epidemics might have been foreseen, even in 
those preepidemiology days, and diarrheas might have 
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been less than universal. By the end of that conflict, 
Surgeon Woodward wrote, with real feeling: “A his- 
tory becomes one of the most important duties of the 
medical department of the army; a duty the evasion 
of which would be a grave crime against the Army of 
the United States, and against every citizen who, in 
future wars, volunteers in defense of his country.” 


The Historical Unit, U. S. Army Medical Service 


The Historical Unit, U. $. Army Medical Service, a 
Class II Activity of the Surgeon General, which has as 
one of its functions the preparation of the history of 
the U. S. Army Medical Department in World War I, 
had its genesis in 1917, shortly after the United States 
entered World War I. The Historical Board appointed 
by Gen. William C. Gorgas, then the Surgeon General, 
consisted of the Librarian of the Army Medical 
Library, Director; the Assistant Librarian, Redactor; 
and a statistician. Its personnel remained unchanged 
during various administrative reorganizations of the 
Office of the Surgeon General until its activities ended 
with the publication of the final volume of the history 
of World War I in 1929. 

General Weed’s recommendation for a continuing 
historical survey, to which reference has already been 
made, was not carried out, and the only formal histori- 
cal activities of the Medical Department of the Army 
during the next several years were limited to various 
annual reports. In August, 1941, when it was obvious 
that the United States could not much longer remain 
outside of World Wai I, the Historical Subdivision 
(later the Historical Division and still later the His- 
torical Unit) of the Administrative Division, Office of 
the Surgeon General, was formally set up by Major 
Gen. James C. Magee, then the Surgeon General, 
under the direction of Col. (later Brig. Gen.) Albert 
G. Love, M. C., U. S. Army (Ret.), who was recalled 
to duty for this purpose. 

In March, 1942, and again in January, 1944, the 
President not only expressed his desire that prepara- 
tions should be made at once for recording the history 
of World War II but also made suggestions for im- 
plementation of his wishes, including “drawing on 
whatever scholarly talent might be necessary.” He 
particularly desired that each agency of the govern- 
ment should have ready, as soon as possible after the 
ending of the war, “a good final report that will sum 
up both what was accomplished and how the job was 
done.” 

The President's desires were implemented by the 
War Department in a number of ways in 1942 and 
thereafter. The committee of “scholarly talent” which 
he had suggested was appointed. Historical offices 
were set up in various bureaus. Historical officers 
were appointed in the Army Ground Forces, Army Air 
Forces, and Services of Supply, under which the Office 
of the Surgeon General then operated. The Historical 
Section, Army War College, was designated as the 
advisory and coordinating office for these activities. In 
August, 1943, the scope of the proposed history was 
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defined in a memorandum from the Office of the 
Adjutant General and a Chief Historian was appointed 
within the Historical Branch, G-2. 

To return to the Medical Department, in spite of 
the presidential direction and blessing upon historical 
activities, General Love, for almost two years, operated 
under grave difficulties, conducting his activities, as he 
wrote, “on sufferance” and proceeding most carefully 
so as “not to attract adverse attention.” During this 
period his office space, and for a time his secretarial 
assistance, were generally provided by other divisions 
in the Office of the Surgeon General. By slow degrees 
he was able to build up a staff, in spite of the strict 
wartime ceiling on personnel and the difficulty of pro- 
curing personnel who were qualified in performance 
as well as on paper. 

The Chief of Staff, Gen. George C. Marshall, mani- 
fested great interest in the work of the Historical 
Division, Office of the Assistant Chief of Staff, G-2, 
and as a result, theater, army, corps, and division his- 
torical teams were organized, to further his desire that 
the history be prepared and published promptly. This 
plan suggested similar action to General Love, and 
historical officers representing the Medical Department 
were eventually appointed for the Alaskan Defense 
Command, the Mediterranean (formerly North Afri- 
can) and European Theaters of Operations, and the 
Southwest Pacific Area. 

Present Function and Organization of the Historical 
Unit—As the Historical Unit, U. S. Army Medical 
Service, presently operates, it has a number of func- 
tions. Among them are the following: 

1. Preparation and publication of the history of the 
Medical Department, U. S. Army, in World War II 
and in the Korean conflict, as well as the history of the 
intervening years. 

2. Planning of, and provision for, the historical 
coverage of other selected activities of the Army 
Medical Service on a continuing basis. 

3. Preparation and publication of the “Annual 
Summary of Major Events and Problems, Office of the 
Surgeon General.” 

4. Collection and maintenance of documents and 
other essential material for the historical program of 
the Army Medical Service. 

5. Provision of general clinical and administrative 
research and archival services not only for the Surgeon 
General and branches of his Office and to the Army 
Medical Service at large but also to federal and other 
accredited agencies, both military and civilian, to 
congressional personnel, and to other historians and 
writers. 

6. Provision of editorial and publication assistance 
to Army Medical Service facilities and personnel. 

7. Development and maintenance of liaison and sup- 
port of medical authorities, institutions, and related 
personnel in the United States and friendly nations, 
in order to promote, attain, and sustain the over-all 
objectives and activities of the Surgeon General and 
the Army Medical Service. 
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These very considerable functions are performed by 
8 military and 43 civilian personnel. Military personnel 
include the Director of the Unit, who is a Medical 
Corps officer and who is Editor-in-Chief of the volumes 
of the history of the U. S. Army Medical Department 
in World War II; another Medical Corps officer, who is - 
Associate Editor of the two neuropsychiatric volumes; 
and six Medical Administrative Corps officers. In addi- 
tion to an administrative section, there are four other 
branches, namely, a Research and Archives Branch, a 
Historians Branch, an Editorial Branch, and a Special 
Projects Branch. 

The Research and Archives Branch deserves a spe- 
cial word. It is interesting that, in his discussion of 
personnel necessary for a historical project, General 
Weed mentioned, almost at the top of his list, an 
experienced archival assistant. Without an adequate 
filing system, he pointed out, much of the material 
collected would become inaccessible and could be 
relocated later only after the expenditure of a totally 
unnecessary amount of time and effort. 

Although the Research and Archives Branch, as 
such, was not set up in the Historical Unit until April, 
1947, General Love took this advice to heart. From 
the very beginning of his tenure he gave his attention 
to the collecting, indexing, abstracting, and filing of all 
available data. He maintained an index of current 
medicomilitary literature. He established and main- 
tained contact with other historical agencies in the 
other services, as well as with the Subcommittee on 
Historical Records, Division of Medical Sciences, 
National Research Council, of which more will be said 
later. 

General Love's task was not simple. For security 
reasons, Overseas reports and similar data were not 
always easy to secure. Restrictions on correspondence 
with theater surgeons and other medical officers over- 
seas became tighter as the war progressed. Documen- 
tary material in the Office of the Surgeon General was 
often hard to pry loose. Much of the secrecy, both 
overseas and in the Zone of Interior, was, of course, 
essential. Much of it seemed—and still seems—un- 
necessary, particularly that which covered plans that 
had long since been consummated. In spite of every 
effort to prevent it, some files were destroyed and 
others were simply lost, the most striking example be- 
ing the complete disappearance of the medical supply 
plans for the North African invasion, 

In June, 1946, the Research and Archives Branch of 
the Historical Unit had only 600 linear feet of material. 
At the present time, it has more than 2,300 linear feet 
of material filed in 272 four-drawer legal-size storage 
cabinets. In addition, it can call upon thousands of 
documents in storage depots elsewhere in the country. 
The usefulness of this branch goes far beyond this 
office and other medical organizations of the Depart- 
ment of the Army. As word has spread of what it can 
accomplish, it has been called upon to supply medical 
and other data to various other units of the Armed 
Forces in the United States and overseas, civil depart- 
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ments of the government, members of the medical 
and related professions, and military and_ civilian 
elements of foreign nations. One of its recent tasks 
has been to supply material requested by the offi- 
cial biographer of Sir Alexander Fleming. The amount 
available was surprising both in its bulk and _ its 
potential usefulness. 


Scope and Planning of the 
Medical History of World War II 


For obvious reasons, the medical history of World 
War II is a far more ambitious undertaking than the 
medical history of World War I. In May, 1945, when 
the war in Europe ended, the Medical Department of 
the Army had the responsibility for the health and 
medical care of more than 3 million troops in that 
theater, about 500,000 in the Mediterranean Theater, 
about 840,000 in the Southwest Pacific under General 
MacArthur, and another 455,000 in the Pacific Ocean 
Areas. Each of the 89 Army divisions, practically all of 
which were deployed overseas and maintained as fight- 
ing units, was supported by some 30,000 men in service 
units. There were 54,000 nurses in the Army Nurse 
Corps. The result of this gigantic effort was the 
achievement of the best health record and the lowest 
case fatality rate for battle wounds and battle injuries 
experienced by the U. S. Army in its recorded history 
up to that time. The recording of this experience is a 
task of real magnitude. 

In World War II, as in the Civil] War and World 
War I, preparation for the writing of the history of 
the Medical Department, as already noted, began 
early. For this reason, the records of all three wars 
are more adequate than they would otherwise have 
been, though in all three there were errors and omis- 
sions in the planning and failure to take advantage of 
all opportunities. General Weed’s summary of these 
errors and failures in World War I is equally appli- 
cable to World War II: 

1. There was not enough emphasis, he said, to the 
officers locally concerned, on the necessity for sus- 
tained supervision over the local production of 
material. It would have been a simple matter, for 
instance, to impress upon first aid men, in the course 
of their training, that the notations which they made 
on emergency medical tags were of historical as well 
as of medical value. 

2. It was not made sufficiently clear to the personnel 
responsible for them that reports required from hos- 
pitals and other medical organizations must be de- 
tailed. There is no way of securing a final comprehen- 
sive picture unless the original picture contains a great 
deal more than will be used, so that ultimate selection 
is possible. 

3. Forms for collecting special material were not 
always thought out with sufficient care before they 
were distributed. Cryptic questions bring cryptic an- 
swers, and replies will never be complete unless ques- 
tions are penetrating, inclusive, and worded with great 
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care. One of the most dangerous implications of any 
form is the inference, by those who fill it out, that by 
that simple act they have done all that is necessary. 

4, Another error in the planning of the histories of 
both World Wars was failure to take advantage of 
available opportunities to stress the historical program 
and to collect material for it. In World War I, an ex- 
cellent inspection system existed, both in the United 
States and overseas, and it could have been utilized, 
with very little additional effort, to stress the importance 
of collecting and preserving data. It was not so utilized, 
and there were similar failures in World War II. That 
particular error, it might be added, is no longer being 
made. The historical program is now part of the agenda 
of the annual inspection made by the Inspector 
General, Office of the Surgeon General, of military in- 
stallations and organizations under the immediate con- 
trol of that office. Furthermore, current Army Regula- 
tions require that all medical organizations submit 
vearly activity reports, which, after circulation to all 
divisions and offices of the Surgeon General, are re- 
tained for further reference in the files of the Historical 
Unit. The future continuity of the historical program 
in the Office of the Surgeon General is thus assured. 

In World War II, the excellence of telephonic and 
radio communications and the speed of combat elimi- 
nated many of the documents which necessarily existed 
in earlier wars. Personal diaries were not permitted in 
the combat zone, an order which had its decidedly 
bad points as well as its good points. Anyway, there 
was little time to set down matters of importance as 
they came to pass. It is unfortunate, in retrospect, 
that various medical officers with experience in special 
fields were not delegated to write up their experiences 
immediately after they occurred. The task of the 
Editor-in-Chief of the history of the Medical Depart- 
ment would have been greatly simplified, and the 
history would have been greatly improved, if this had 
been done. 

In spite of these deficiencies, available historical 
sources are extensive. They consist of official reports of 
wide range and scope, as well as of individual narra- 
tives. All of them are used in the medical history pre- 
cisely as they would be used in a purely military 
history. 

Individual narratives have proved of great useful- 
ness. Obviously, one needs the experience of the 
platoon to describe accurately the experience of the 
bigger battle. Personal interviews have also proved of 
value to supplement documents, to compensate for 
their nonexistence, and to supply details which, for 
one reason or another, have been omitted. The medical 
officer responsible for the blood program in World 
War II, for instance, provided a chapter for the vol- 
ume on the surgical consultant system in which, in his 
desire to keep himself in the background, he managed 
to create the impression that the program had initiated 
itself and then rolled on, without the help of human 
hands. After a day spent with this officer, who had 
himself initiated the program and kept it rolling, fre- 
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quently single-handed, a complete and extremely in- 
teresting chapter could be prepared. A similar session 
with the Consultant in Surgery, Seventh U. S. Army, 
now the Assistant Secretary of Defense (Health and 
Medical), wrought a similar transformation in his 
chapter by the addition of many details of real in- 
terest which he had modestly omitted. 

By these and other methods, an attempt has been 
made to avoid the deserved criticism of Hanson W. 
Baldwin, military critic of the New York Times, that 
most writers on military subjects are “as pedestrian as 
squads right.” On the other hand, the interview meth- 
od becomes of decreasing value and reliability as time 
passes. That has been pointed out by Kent Roberts 
Greenfield, Chief Historian for the whole series of 
volumes on the history of World War II, who was in 
uniform during the war and who was formerly Pro- 
fessor of History and Chairman of the Department 
at Johns Hopkins University. In his excellent little 
book on his philosophy of history and his experiences 
in his present office,* Historian Greenfield quotes Sir 
lan Hamilton, who, writing of the Russo-Japanese 
War, said: “On the actual day of battle, naked truths 
may be picked up for the asking; on the following 
morning they have already begun to get into their 
uniforms.” 

The proposal made when the Historical Unit was 
first activated in World War II, that all historical 
writing be kept current, proved entirely impractical. 
As General Love has pointed out, its impracticality is 
shown by the changing point of view, as the war pro- 
gressed, on many policies, including the local use of 
sulfonamides and the use of plasma as a substitute for 
whole blood in shocked casualties. 

Changing Plans and Concepts.—In July, 1940, a Sub- 
committee on Historical Records was set up in the 
Division of Medical Sciences, National Research 
Council, with the chief purpose of preparing a history 
of the wartime medical activities of all branches of the 
military services as well as of the Public Health Serv- 
ice and certain civilian agencies. The chief of the many 
reasons why this was not a sound plan was that the 
majority of the nine volumes planned were to be pre- 
pared by civilians. However competent they might be 
in their specialties—some of them were among the 
foremost clinicians in the country—the difficulties of 
their task seemed insuperable. To put it as simply as 
possible, they had had no part in the medicomilitary 
experiences they were called upon to relate. They had 
not been there. 

General Love had many misgivings about this 
method of preparing the history, but he went along 
with it originally because, as he said quite frankly, he 
did not originally have “enough prestige to take issue 
with it.” Except that it was modified by the addition 
to the nine planned clinical volumes of seven other 
volumes designed to cover the administrative, techni- 
cal, and tactical activities of the Medical Department, 
this plan remained in effect until March, 1944. These 
additional volumes were to be supervised by General 
Love’s office and were to be written by medical officers. 
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As time passed, however, it became increasingly 
clear that, in view of the tremendous scope of the war, 
the professional experience gained in it, and the mul- 
tiple clinical and medicomilitary problems involved, it 
would be entirely impractical for professional men 
with no military experience at all to record the story 
adequately. Clearly, it was the inescapable responsibil- 
ity of the Surgeon General to assume the task. 

Discussions on the subject were initiated in March, 
1944, and, after an extensive series of conferences, 
which were gradually expanded to include all con- 
cemed in the project, the official Medical Department 
program for the preparation of a clinical and adminis- 
trative history of World War II was formally separated 
from the proposed program of the National Research 
Council. 

There can, of course, be no debate about the wisdom 
of this change of plan, and great credit is due to those 
in the Office of the Surgeon General who had the 
foresight to initiate it and carry it through (chiefly 
General Love, the late Brig. Gen. Fred W. Rankin, 
M. C., Army of the United States, then Chief Surgical 
Consultant, and Col. Michael E. DeBakey, M. C., 
Army of the United States, then Chief of the Surgical 
Branch in this Division ). 


Editorial Policies 


The Historical Unit has had five directors. The first 
was General Love, who deserves full credit for the 
initiation of the program and whose difficulties, as 
already mentioned, were many. The second had to 
divide his time between the Historical Unit and the 
Army Medical Library, each more than a full-time job 
in itself. The third held the position only briefly; in 
effect, this appears to have been an interim appoint- 
ment. The fourth was ill during a large part of his 
tenure. My own appointment was effective July 21, 
1954. 

Administrative Volumes.—In the spring of 1946, in 
another change of plan, it was decided that lay his- 
torians should be employed to write the administrative 
volumes of the Medical Department history, on the 
ground that they would write more objectively than 
Medical Corps officers who had participated in the 
events. Curiously, this reasoning was directly contrary 
to the reasoning by which the Office of the Surgeon 
General had assumed the responsibility for the clinical 
volumes instead of leaving them in the hands of pro- 
fessional authors who had had no medicomilitary 
experience. 

There is, of course, the risk of a certain lack of 
objectivity in material prepared by writers who, so 
to speak, helped to create it, but the danger is more 
than compensated for by the firsthand experience of 
these medical officers and other military personnel and 
by the intimate knowledge which they possess of 
medicomilitary matters, particularly administrative 
procedures and practices. No matter what their com- 
petence in the civilian field, lay historians are likely to 
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be uninformed on such matters. The result might have 
been expected: Medical administration and _ logistics 
are highly specialized fields, and they have found it 
extremely difficult to orient themselves on them. As 
a result, the administrative volumes prepared under 
this plan have lagged. Only a single volume has been 
published. Other manuscripts have been prepared but 
must undergo extensive revision. The administrative 
volumes recently begun and those still in the planning 
stage have therefore been made the responsibility of 
Medical Corps and Army Medical Service Corps 
officers, on the ground that nobody can possibly know 
as much about a given experience as the man who 
participated in it and who many times directed it. 
The lack of objectivity about which so many fears 
were expressed has proved surprisingly infrequent in 
manuscripts prepared by these officers. When it is 
encountered, it is easily corrected by the judicious 
exercise of editorial authority. 

It is not for a military or a medicomilitary history to 
fix blame or bestow praise. On the other hand, a medi- 
cal historian should be perfectly free to write the 
facts, if he can establish their accuracy, no matter how 
damning they may be. A medical officer should be 
free to discuss controversial matters and to express 
his opinion on administrative matters connected with 
the management of patients as well as on methods of 
therapy. He is quite as able—perhaps better able—to 
evaluate these matters in retrospect than he was to act 
on them during the war, when he was helping to create 
the data he is now analyzing. These are now funda- 
mental policies of the Historical Unit. 

Clinical Volumes.—All the clinical volumes of the 
medical history are completely practical. The future 
medical officer who reads them will find certain tech- 
niques changed, but he will also find principles largely 
unaltered. This is because these volumes have been 
prepared by clinicians who were in service while the 
experiences which they are relating were occurring 
and who many times helped to shape the evolution of 
clinical and clinical-administrative policies and prac- 
tices. 

One thing that has made for difficulties in the past 
is the inevitable overlapping of professional and ad- 
ministrative details. Lay historians, with neither mili- 
tary nor clinical experience, apparently find it hard to 
understand that there is no sharp dividing line between 
these areas. Hospitalization, evacuation, surgical teams, 
staffing of hospitals, nursing services, supply—these 
and a dozen other phases of military medicine are of 
both clinical and administrative concern. Selection of 
personnel and recommendation of appropriate assign- 
ments, for instance, are professional responsibilities, 
even though they are closely tied in with administra- 
tive considerations. Equipment is a supply problem, 
but its development, selection, efficient use, and eval- 
uation are professional matters. It should not be 
necessary as it once was, for a neurosurgeon eminent 
in his profession to conduct a real battle in an endeavor 
to insert into the history his opinion that the pro- 
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vision of more hemostats on the table of equipment of 
an evacuation hospital would have simplified intra- 
cranial surgery. This was a matter of supply, it is true, 
but intelligent supply must be based upon professional 
advice. 

Most of the clinical volumes of the history have one 
wx more chapters dealing with general administrative 
considerations in the particular specialty. Every chap- 
ter in the volumes dealing with the consultant system 
also discusses them. Just as much of the value of an 
official medical and surgical history of any war lies in 
the record of the organization and functioning of the 
various parts of the Medical Department as in the 
purely professional chapters. The clinical material, in 
fact, would be valueless in time of war without an 
efficient administrative scheme for its application, On 
the other hand, the primary function of the Medical 
Department is to conserve the fighting strength of the 
Army and to care for its sick and wounded. Everything 
else, including the total administrative function, is 
subordinate to that task. This is the concept upon 
which all the volumes of the medical history are based, 
whether they are administrative or clinical. 


Practical Considerations 


By 1954, this whole project had dragged on so long, 
with so little to show for it, that interest in it was 
almost completely lacking.’ This was evident in a num- 
ber of areas. 

Practically all of the clinical authors of these vol- 
umes have worked on a voluntary basis, which has its 
financial advantages for the Army Medical Service but 
also has certain practical disadvantages. There is now 
rather general agreement that it would have been 
more sensible—and in the end would probably have 
been easier for the authors—if they had been held in 
uniform until they had fulfilled their commitments for 
the history. For the most part, they were released with 
only the promise that they would perform, and the 
dangers of relying upon promises alone were correctly 
pointed out by General Love when the responsibility 
for the history was transferred to the Office of the 
Surgeon General. Most of the authors have fulfilled 
their obligations competently and generously, though 
not always promptly. As a result, the publication of 
certain volumes is being unduly delayed, and, as a 
further result, a few essential chapters in various vol- 
umes are lacking because the authors who had pro- 
mised to prepare them simply failed to do so. When 
these failures were realized, it was not possible to 
remedy the situation, partly because it was too late to 
ask substitutes to prepare them and partly because the 
original authors had had the widest experience in 
these special fields. 

In their interesting article on retrospective and pros- 
pective on medical history, written in 1919, Wood and 
Garrison * commented on these same difficulties, add- 
ing that it was incumbent upon a medical officer to 
carry out historical assignments, “not merely as a 
matter of patriotism but as a courtesy to the Surgeon 
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General and as a duty to himself and his Corps.” In 
the Civil War, they dealt with these matters with a 
firmer hand. In August, 1862, when orders were issued 
by the Surgeon General for the collection and arrange- 
ment of specimens for the Military Medical Museum, 
as part of the historical program, the final sentence of 
the responsible officer's orders stated darkly: “Should 
any medical officers of the Army decline or neglect to 
furnish such preparations for the museum, you will 
report the name of such officer to this office.” 

In the beginning, the history of World War II was 
attended by the same false starts and the same mis- 
directed and wasted efforts which had attended earlier 
official histories. In particular, there were poor con- 
tacts between the Historical Unit and the editors and 
authors of various volumes; what Colonel Goddard, 
fourth Director of the Unit, called “the resulting re- 
sentment” can be characterized only as an under- 
statement. 

One of the major difficulties in the early days of 
this program arose from the fact that clinical manu- 
scripts, submitted with the approval of the authors 
who had prepared them and of the technical editors 
of the volumes, had been extensively altered by pub- 
lications editors who had no background at all in 
clinical medicine and only a limited experience in 
production work. This practice has long since been 
stopped, Manuscripts received with the approval of 
authors and editors are now never altered in substance 
except upon the initiative of the Editor-in-Chief, and, 
in matters of any consequence, only after consultation 
with the author or, where indicated, with other author- 
ities on the subject. 

This particular difficulty arose from a lack of cer- 
tainty about correct editorial procedures and was to 
be explained by a lack of certainty on the part of 
directing personnel. Until the summer of 1955, the 
Editorial Branch of this office operated without a 
chief, each publications editor going her own way and 
reporting directly to the Editor-in-Chief. This would 
not have been a satisfactory method of procedure even 
if the publications editors had been persons of extreme 
competence and wide experience, which they were 
not. In July, 1955, after a search of almost a vear and, 
quite literally, all over the country—Civil Service could 
not help—a competent and highly experienced produc- 
tion editor was found, and these particular difficulties 
are now ended. Publications editors are now aware 
that, in clinical and other technical volumes, even 
slight changes of expression may produce complete 
changes in sense. The authors of these volumes repre- 
sent the best professional ability in their special fields, 
and the unwarranted changes made in their manu- 
scripts in the past, of which they rightly complained, 
are no longer permitted. Revision in the Historical 
Unit is now reduced to the irreducible minimum re- 
quired by the rules of the Government Printing Office. 

Competent personnel in any field are hard to obtain 
and hold. It would be desirable to employ as publica- 
tions editors only personnel who have had at least a 
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limited experience in production work and who have 
been exposed to the language and associations of clini- 
cal medicine. No such personnel have ever been em- 
ployed by the Historical Unit, and the solution of the 
problem, once competent supervision was obtained, 
was a process of in-training. This is neither easy nor 
satisfactory, and it is also wasteful. The best workers 
in this special field are those who, over a period of 
vears, have accumulated their knowledge and skill by 
a process of osmosis rather than by direct indoctrina- 
tion and formal training. In-training is a compromise, 
but one which is at last beginning to pay off. 

A certain amount of verification of data is necessary, 
as will be pointed out shortly, even in the clinical 
volumes of the history. This necessity implies, or should 
imply, sufficient background on the part of publica- 
tions editors to recognize the difference between estab- 
lished facts and facts of general knowledge, which do 
not require verification, and those data which must be 
verified. It should also imply the ability to distinguish 
between factual data and the clinical opinions and 
conclusions which are exclusively the affair of the 
author. A publications editor who does not know what 
not to check as well as what to check can be a real 
handicap in an office, as past delays in the publication 
of clinical volumes of this history have clearly proved. 

One serious defect still exists in the set-up of the 
Editorial Branch of the Historical Unit—the lack of a 
trained medical indexer. This deficiency is particularly 
serious in the clinical volumes, which cannot be useful 
tools unless they are provided with comprehensive in- 
dexes. The preparation of an index of this kind, in 
which the listings not only are adequate but also are 
correctly related to each other, is not a task for un- 
trained personnel. This problem, to date, has been 
handled by a series of expedients, none of them really 
desirable and all of them wasteful of time, trained 
personnel, or both. Meantime, the search for a publica- 
tions editor with medical indexing experience still 
continues, 

At the present time, the Editor-in-Chief of the his- 
tory personally reads all manuscript in its final form 
(as well as, very often, in preliminary form). All pro- 
duction work, as just mentioned, is now supervised by 
a competent and experienced chief production editor. 
Schedules of production are established and main- 
tained. The variation in editorial style from volume to 
volume which characterized the first books published 
in the Medical Department series has now ended. A 
standard format, type face, and general lay-out have 
been established. There is a consistent form for tables 
of contents, including lists of illustrations, tabular 
data, and the academic and other appointments of 
contributors. Index listings are also consistent. The 
last two volumes published (“General Surgery IL” and 
“Orthopedic Surgery in the European Theater of Op- 
erations”) are the first to be published under the cir- 
cumstances just described. They represent the finest 
work of which the Government Printing Office is 
capable. 
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Statistics. major problem in the past has con- 
cerned statistics. The Statistical Division, Office of the 
Surgeon General, supplies and verifies all official sta- 
tistics, such as theater-wide and Army-wide incidences 
of total and special types of injuries and diseases, case 
fatality rates, hospital stay days, and similar items. 
A distinction must be made, however, between these 
official statistics and special statistical studies made, 
just as in civilian life, by qualified medical officers 
because of their own particular interest in certain 
subjects or at the direction of their superior officers. 
The whole section on abdominal injuries, for instance, 
in the volume entitled “General Surgery II” is based 
on statistics of the 2d Auxiliary Surgical Group which 
were collected, as a special project, under the direction 
of Col. James H. Forsee, M. C., the Commanding 
Officer. For a number of reasons, chiefly the selective 
element, these statistics do not correspond with the 
official statistics. They are also broken down into 
details which would be impractical in officially col- 
lected statistics. Similar special studies appear in other 
volumes. 

All of these statistical studies were analyzed fairly 
and in the light of professional knowledge and experi- 
ence. The conclusions drawn from them are warranted, 
if not to professional statisticians, to professional medi- 
cal officers of wide knowledge, training, and experi- 
ence. Clinicians are in general agreement that neither 
diagnosis nor therapy should be deferred until a level 
of statistical significance has been achieved. If the 
profession had waited for a level of statistical signifi- 
cance in regional enteritis, it would not now know what 
it knows about the disease; the original description, 
which is still essentially correct, was based on the 
observation of 14 cases, a sample which many a pro- 
fessional statistician would probably view with horror. 
Similarly, many of the cardiac and vascular operations 
which are now achieving miracles would still be in 
the testing stage if they had not been generally em- 
ploved before statistically significant proof of their 
value had been secured. The approach to the person- 
ally collected statistics in the medical history of World 
War II is along these same lines. 

Documentation.—The question of adequate docu- 
mentation in an official history is of great importance 
but is reduced to nonsense if the approach is not along 
lines of common sense. Greenfield states that, during 
World War II, the Army produced 17,120 tons of 
records, enough to fill 188 miles of filing cases set end 
to end.* The reviews of some of the purely military 
volumes mention that they “stagger under prodigious 
and pedantic minutiae” and “practically groan under 
their load of footnotes.” This kind of false scholarship 
is just as undesirable as carelessness in documentation 
when documentation is required. The present endeavor 
is to strike a happy medium, to use precise references 
to official documents, to check all facts which can be 
checked, particularly when they are disputatious, and 
thereafter to accept the word of the man who was 
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there, even though his recall is perhaps less than total. 
This is in line with Baldwin’s opinion that too much 
research makes a historical writer unable to select and 
summarize, that trivia may obscure lines of develop- 
ment, and that it is well for the writer, at least to some 
degree, to free himself from what Baldwin well terms 
“the hangman’s noose of scholarship.” 

The Use of Proper Names.—The history of the Civil 
War followed what General Weed, as well as Wood 
and Garrison, termed “the bureaucratic practice” of 
giving no credit to individual authors. In World War I 
all chapters of the medical history were, properly, 
accredited to the men who wrote them, and the same 
policy is being followed in the history of World War 
II. For one thing, this is only simple justice. For an- 
other, a great many of these names carry with them a 
clinical or military authority, or both, that would be 
totally lacking in anonymous contributions. 

Furthermore, actual names are mentioned through- 
out the history as is necessary. “Hamlet” could scarce- 
ly have been written without mentioning Hamlet. 
This is, of course, in violation of the old rule that 
one uses a name in history only when the mention 
would embellish the history, never when it would 
embellish the name. Names are mentioned in the 
history of the U. S. Army Medical Department in 
World War II just as they would be mentioned in 
any other kind of writing, if only to avoid the cumber- 
some wording and actual confusion which can ensue 
when one uses only titles. 

Peripheral Editing.—Bernard DeVoto," himself a 
Pulitzer prize winner in history, had some useful re- 
marks to make about what he termed “compuls:veaess 
about unimportant error.” There will alw.vs be, he 
said, 
small errors of fact, small misstatements, small misconceptions; 
some of them will result from the author’s inadvertence and 
others from his blithe ignorance—and they do not matter in the 
least. What does matter is that there have been no important 
errors, and it is folly to waste care that might be spent on 
preventing them in the illusory hope of preventing marginal 
ones. . . . There is a professional tendency to make both 
equally important, and in fact to penalize the peripheral error 
more than a cardinal and central misconception. The profes- 
sional vision is trained to be so microscopic that it sometimes 
ceases to be binocular. 


Compulsiveness about unimportant error is prob- 
ably the chief reason for previous delays in the publi- 
cation of the volumes of the history of the Medical 
Department in World War II. It is now ended. No one 
volume in the series will represent perfection in every 
sense. All of them, no doubt, will contain minor errors 
of omission and commission; perfection is seldom 
achieved in this imperfect world. Authors, editors, and 
everyone else connected with these volumes have 
done their best, and the result will be an honest, factu- 
ally correct, well-rounded account of the work—the 
outstanding work—of the Medical Department of the 
Army in ‘Vorld War II. 
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Processing of Manuscripts.—Certain other details in 
the processing of these manuscripts for publication 
deserve comment, for certain procedures are required 
in an authorized history not necessary in volumes 
printed under civilian auspices. 

For one thing, when the final manuscript is read, it 
must be decided whether any agency of the govern- 
ment in addition to the Medical Department has suffi- 
cient interest in, or association with. the particular 
volume to require clearance of it. The Public Informa- 
tion Office must clear all manuscripts for security. This 
is chiefly a formality in the clinical volumes but not 
in the administrative volumes, the preparation of which 
requires the use of a considerable amount of material 
that is still classified. 

The final step in the processing of a volume of the 
history is its submission to the Government Printing 
Office through the Office of the Adjutant General. The 
latter office has the authority to pass upon and to ap- 
prove, or withhold approval from, all matter published 
by the Army. Illustrations are its particular concern. 
Even when that office is sympathetic, as it has gen- 
erally been since the special problems of the medical 
history have been brought to its attention, this step 
still means a minimum delay of tour to six weeks. 

When once the manuscripts reach the Government 
Printing Office, production processes are the same, in 
essence, as thev are in anv commercially printed book. 


Advisory Editorial Boards 


It is regrettable that, in the planning for the history 
of World War II, attention was not paid to the editorial 
board which existed in World War I. It was not utilized 
as wisely as it might have been, but it was appointed 
promptly and it served well. 

This board was appointed by the Surgeon General 
in January, 1919. It consisted of 28 medical officers, 
all men of wide experience in the Regular Army Med- 
ical Corps and the Reserve Corps, and all outstanding 
in their several specialties. The board was too large to 
be really functional. At the first meeting, in the fall of 
1919, practically all of the members were present, but 
there were no other full meetings, because, ironically, 
when it was practical to hold meetings they were not 
necessary, and when they were necessary they were 
not practical because of demobilization of Reserve 
officers and changes of assignment of Regular Medical 
Corps Officers. Additional meetings were therefore 
entirely informal. On the other hand, even though the 
mechanism of their formal use proved too compli- 
cated, collectively and individually the members ot 
this board rendered signal service. 

The first advisory editorial board of World War II 
was open to the same objections as the advisory edi- 
torial board of World War L. It was appointed in April, 
1946, and it convened promptly. Its distinguished 
membership represented the Medical Corps of the 
Army, medical educational personnel, and editors of 
medical publications. At the first meeting the general 
plan of the history was approved and advisory services 
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were arranged for. As time passed, however, it became 
evident that no single board could cover the whole 
field of the history, and eventually—far too late—advis- 
ory boards were appointed in the various special fields, 
as follows: 

The Advisory Editorial Board on the History of Pre- 
ventive Medicine, appointed in 1948, was formerly 
under the chairmanship of the late Brig. Gen. James S. 
Simmons, M. C., U.S. Army (Ret.). It is now headed 
by Brig. Gen. Stanhope Bayne-Jones, M. C., Army of 
the United States (Ret.). The work on this series is 
being done under a contract with the Medical College 
of Virginia at Richmond, under the editorial direction 
of Dr. Ebbe C. Hoff, professor of neurological science 
at that institution. 

The Advisory Editorial Board on the History of In- 
ternal Medicine, appointed in 1952, is under the chair- 
manship of Dr. Garfield G. Duncan, clinical professor 
of medicine, Jefferson Medical College, Philadelphia. 
The work on this series is being done under a contract 
with this school, under the editorial direction of Dr. 
\W. Paul Havens, associate professor of clinical micro- 
biology. 

The Advisory Editorial Board on the History ot 
Surgery, appointed in 1953, was formerly under the 
chairmanship of the late Brig. Gen. Fred W. Rankin, 
M. C.. Army of the United States (Ret.). It is now 
headed by Dr. Michael E. Debakey, professor of sur- 
gery and chairman of the department, Baylor Univer- 
sity College of Medicine, in Houston, Texas. The work 
is being done under a contract with the Tulane Uni- 
versity of Louisiana School of Medicine, at which Dr. 
DeBakey was formerly associate professor of surgery. 

The Advisory Editorial Board on the History of 
Training, appointed in 1956, is headed by Major Gen. 
Paul R. Hawley, M. C., U. S. Army (Ret.), formerly 
Theater Chief Surgeon, European Theater of Opera- 
tions. Its entire membership consists of Medical Corps 
officers who were intimately associated with all phases 
of the training program during World War II. 

Boards for the volumes on radiology and neuro- 
psychiatry will be appointed later. 

The most important function of all of these advisory 
boards is to expedite the publication of the history. 
Their formal meetings have been of great value, but 
informal contacts have been even more useful. It is 
often of greater and more immediate help to be able 
to pick up the telephone, speak to an authority in a 
special field, tell him the problem, and receive the 
answer, positive, negative, or merely advisory, with 
no loss of time. Most of the members of these boards 
were in service during the war years, many of them 
for the entire period. They represent the happy com- 
bination of specialized medical knowledge and medico- 
military experience required for this work. They have 
given freely and generously of their time, and they 
have been of incalculable service to the history. 

In this same connection, it is appropriate to thank 
the authors and editors of these volumes, who have 
given their time and effort without remuneration to 
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this work. Particular gratitude is due to those who 
bore the brunt of the inadvertent false starts, mis- 
directed efforts, and other errors which were made in 
the first years of this project and because of which 
some of them have had to attack their material a num- 
ber of times. Many of them have had every reason to 
be resentful, but they have forgotten their own rights 
in the interest of doing this job and doing it well. 

The Surgeon General of the U. S. Army has played 
the chief role in all recorded histories of the Army 
Medical Department. It was the Surgeon General ot 
the Civil War, General Hammond, who had the per- 
cipience to start preparations for the history of that 
conflict only a vear after it began. It was the Surgeon 
General of World War I, General Gorgas, who set up 
preparations for the history of that war only a few 
months after the United States had entered it. It was 
General Magee, then the Surgeon General, who in 
1941 established the Historical Division in his office 
while the United States was still outside of the contict 
in World War Il. His successors have continued his 
work. In my own term of office, | have had the warm 
support and encouragement of Gen. S. B. Hays, the 
present Surgeon General, his predecessor, Gen. George 
E. Armstrong, their deputies, and other key members 
of their staffs, as well as the personnel of various agen- 
cies of this Office. It is not an idle phrase to say that 
the history of the U. S. Army Medical Department in 
World War II is prepared and published under the 
direction of the Surgeon General. 


Costs 


The volumes of the World War | medical history 
were prepared and published between 1919 and 1929. 
It is completely unrealistic to relate the cost of those 
volumes to those which comprise the history of World 
War II but the comparison has its interesting aspects. 

The history of World War II, as would be expected, 
is a far more ambitious undertaking than the history 
of World War I. The cost of living has advanced 
enormously since 1929, and production costs have 
climbed along with it. Personal remuneration has also 
increased enormously, although, as already pointed 
out, most of the clinical manuscripts have been pre- 
pared by authors who received no remuneration for 
their services and who have not always received recom- 
pense for their expenditures for secretarial help and 
other items. Also to be taken into consideration are 
the false starts and misdirected efforts which General 
Weed so frankly reported in his apologia pro historia 
sua and which, regrettably, have also occurred in the 
present project. 

The original appropriation for the medical history 
of World War I, for $50,000 in the fiscal vear 1921, 
was accompanied by the entirely unrealistic restriction 
that the total cost must not exceed $150,000. Congress 
promptly removed this restriction, and the total cost, 
including salaries of personnel, was eventually $576,- 
994.71.' After the first few volumes had been pub- 
lished, it was thought that publication costs could 
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be kept to an average of $10,000 per volume, but at 
the end of the task, the average for all volumes was 
almost $13,000. If two volumes are excluded which 
presented special typographic difficulties, the average 
cost per volume was about $11,450, about 14.5% in 
excess of the working figure of $10,000. As the project 
neared its conclusion, some volumes had to be made 
smaller than had been planned in order to keep within 
the financial limits set. Costs increased, even in those 
days, in an incredibly short time. 

Total figures for the World War IL history are not 
vet, of course, available, but it is interesting to observe 
that the unit cost of production has varied from $12.27 
for the first clinical volume, which was printed on un- 
coated stock, to $4.18 and $3.84 (estimated ), respec- 
tively, for the last two volumes, which were produced 
under competent editorial supervision and printed on 
fine coated stock. It is doubtful that these costs can 
be reduced in future volumes. The clinical volumes, 
particularly, are expensive. They must be printed on a 
high grade of paper if the detail of illustrations is to 
be properly brought out. The economy in that respect 
practiced in the earlier volumes was an error which 
will not occur again. This mistake, together with errors 
in reduction, seriously mars the appearance of the 
volume on hand surgery. 

The history of the U.S. Army Medical Department 
in World War IL has cost a great deal of money to 
date. and it is going to cost a great deal more before 
it is completed. We owe it to the taxpavers of the 
country, among whom we are all represented, to keep 
the costs down as far as is consistent with the content 
and format required to produce quality work. When 
one considers the huge sums eventually involved in the 
preparation and publication of a massive history, it 
is incumbent upon all concerned to put forth their 
best efforts to make it the best work possible. 


Current Status of the History 


The volumes that make up the series entitled “Medi- 
cal Department, United States Army in World War 
ll,” are part of a total series of about 125 volumes 
dealing with all aspects of the war in all theaters in 
which it was fought. These volumes, in contrast to 
Samuel Eliot Morison’s history of the Navy, which is 
frequently described as “unofficially ¢ fficial,” constitute 
the official history of the Army. Eighty military vol- 
umes are to be published by the Office of the Chiet of 
Military History. U.S. Army, under the general editor- 
ship, as already noted, of Kent Roberts Greenfield. 

The number of volumes in the Medical Department 
series, like the number planned in the military series, 
has varied from time to time. The present planning 
envisages about 45. We have avoided, in all but one 
of our groups (preventive medicine), an error that 
plagued the producers of the history of World War I: 
We have not numbered our volumes, a practice which 
is feasible only if all the material is on hand before 
publication of anything is undertaken. Histories are 
not thus written. 
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General Weed said, rather bitterly, that in the World 
War I series, because volume XV was published first, 
the production of 14 other volumes was required. As 
matters worked out, it proved necessary to publish 
an even larger number, because some material spilled 
over its limits and these volumes had to be published 
in two parts each. Then, at the last minute, the au- 
thors of a planned volume on radiology defaulted, and 
a volume on pathology, which had been deleted, had 
to be hurriedly prepared to take its place because 
there had to be a volume XIV. The planning for, and 
therefore the number of, volumes in the World War II 
history have varied from time to time, and it is well 
indeed that the World War I plan was not followed, 
the difficulties being sufficiently numerous without 
adding this one. 


Taste 1.—Medical Department, United States Army in World 
War Il: Volumes Published* 


Book Series 1952 1955 1956 Total 
Internal Medicine ................ 


* By calendar year. No volumes were published between 1946 and 1951 and 
none were published in 153 and 14. 


Every conceivable effort is now being made in the 
Historical Unit, consistent with personnel and funds 
available, to eliminate bottlenecks and concentrate 
upon completing the long-overdue history of the med- 
ical effort in World War IL. In July, 1954, there was 
available a large amount of material that was com- 
pleted or that could easily be completed. Some of it 
was physically in the Historical Unit. Some of it was 
still in the hands of authors and editors, who, under- 
standably, were making no effort to move it because 
nothing had happened to material already submitted, 
some of it four to seven vears earlier. 

The simple military tactic was employed of breaking 
through at the weakest point; that is, all the effort was 
concentrated upon the volumes nearest completion, 
rather than dispersing the rather limited resources of 
the Historical Unit over a great many volumes. This 
policy has paid off, not only in volumes published 
(table 1) and in press and being prepared for publica- 
tion (table 2) but in the changed attitude of all con- 
cerned in this work. 

Volumes of the medical history of World War I 
published to date include the following: In the pre- 
ventive medicine series, “Personal Health Measures and 
Immunization” and “Environmental Hygiene,” both in 
1955. In the administrative (technical) series, “Hos- 
pitalization and Evacuation, Zone of Interior,” in 1956. 

In the surgical series, “The Physiologic Effects of 
Wounds,” in 1952; “Vascular Surgery,” in 1955; “Hand 
Surgery,” in 1955; “General Surgery, Volume il” ( vol- 
ume I will appear later), in 1956; and “Orthopedic 
Surgery in the European Theater of Operations,” also 
in 1956. 
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In the miscellaneous series, “Dental Service in World 
War II,” in 1955. 

Two volumes are now in press, “Orthopedic Surgery 
in the Mediterranean Theater of Operations” and 
“Ophthalmology and Otolaryngology,” both in the 
surgical series. In preparation for press are two vol- 
umes in the preventive medicine series, two volumes 
in the internal medicine series, one of the two neuro- 
surgical volumes in the surgical series, and “Cold 
Injurv, Ground Type,” in the miscellaneous series. 


Utilization of the World War II History 


Colonel Goddard had the excellent idea of trying 
to find out what useful purpose the medical history of 
World War II might serve by investigating what pur- 
pose the history of World War I had served.” Medical 
officers performing administrative functions doubted 
that the clinical volumes would offer much of value, 
partly because of the delay in getting them into print 
and partly because all significant items of medical 
progress achieved during the war were already avail- 
able in the periodical literature. In 1951, 161 question- 
naires were sent out to the libraries of foundations, 
government agencies, colleges and universities, munic- 
ipalities, professional schools, and professional so- 
cieties, both in the United States and overseas, which 
had been given complete sets of the history of World 
War I. The (few) medical libraries which had re- 
ceived these sets were also questioned. The great 
majority of the 110 questionnaires which were returned 
indicated that through the vears almost all the calls 
had been for the clinical volumes and that the interest 
in the World War IL history would be chiefly in these 
same volumes. The rather naive astonishment of those 
who prepared and analyzed these questionnaires indi- 
cated that the nature of the replies was quite unex- 
pected. 


Taste 2.—Medical Department, United States Army in World 
War Il: Current Status of Volumes 


Admin- Neuro- Preven- Mis- 

istra- Internal psyehi- tive Sur- cella- 

tive Medicine atry Medicine gery neous Total 
Scheduled ...... 4 9 15 46 
Published ...... 1 2 5 1 
Being processed. ... 2 2 1 1 6 
Being revised |... 2 2 
In preparation . 2 2 5 4 3 16 
Planning stage . 1 1 ? 4 
No action ...... 2 2 ? 1 7 


This same question arose at the April, 1956, meeting 
of the Advisory Editorial Board for Surgery, in con- 
nection with the neurosurgical volumes.’ These vol- 
umes, sent to the Historical Division in June, 1947, 
had never been published, and the authors of the 
various chapters, despairing of any official action, had 
published their own material. The editors of the vol- 
umes, who had every reason to be pessimistic in the 
light of their past experiences, therefore proposed to 
limit the resurrected material to a brief account of 
certain administrative problems and an equally brief 
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account of the evolution of methods and techniques. 
The idea was not well received by the board. The 
sense of the meeting was that, as a matter of con- 
venience and _ practical usefulness, quite aside from 
its historical value, the original material should 
be published as part of the official history. The 
editors have acquiesced with good grace, and the 
neurosurgical material is being reconstituted on the 
original basis. 

The title of the World War | history, “The Medical 
Department of the U. S. Army in the World War,” 
was adopted after much deliberation. The title first 
suggested, “The Medical and Surgical History of the 
World War,” was discarded for a number of reasons. 
but the changed title, wrote General Weed, was a 
mistake, for it “smacks of meticulosity and . . . the 
reasoning which led to its adoption was faulty.” 

Particularly interesting is his statement that the 
desire to reach the widest possible range of readers 
would have been facilitated by the term history in 
the title and was frustrated by dropping it. He men- 
tioned that the most widely circulated medical journal 
in the United States (presumably THe JourNAL of the 
American Medical Association ) described volume I of 
the World War I history in a book notice as the “Re- 
port of the Surgeon General.” As a result, he contin- 
ued, many potential readers, such as Medical Reserve 
officers no longer in service, remained permanently in 
ignorance of the existence of the history of the Medi- 
cal Department in World War I. 

We paid for this ignorance in World War II, as 
DeBakey* pointed out in his Ether Day address at 
Massachusetts General Hospital in 1946 and as many 
of the authors of the World War II history as well as 
others have attested. The ignorance was entirely real. 
One author read with avid interest the introductory 
section which had been provided for the chapter he 
had prepared for the history of World War II and 
which dealt with the story of his specialty in World 
War I. He inquired where on earth it had come from. 
It had come directly from the official history of the 
first World War. In shining contrast is the story of how 
Col. (later Major Gen.) Guy B. Denit, M. C., went 
ashore in North Africa carrying as an essential part of 
his impedimenta certain volumes of the history of the 
Medical Department in World War L. 

The volumes of the history of the Civil War were 
published in the “family Bible” size. The volumes of 
the history of World War | were published in the 
smaller royal octavo size, but they did not escape what 
General Weed well termed “ponderosity.” Four ot 
them, he noted, weighed an average of 8 lb. each. 
These are reference works, it is true, but, as he said, 
this is far too heavy for the “dictates of convenience.” 
Volumes of this size, from 650 to 1,000 pages each, 
printed on coated stock, tax the lasting qualities of 
their binding, and their size actually interferes with 
their use. Certainly they do not lend themselves to 
being carried ashore on D-Day. 
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The volumes of the history of World War II are 
more readily handled (the average weight of the most 
recently published volumes is something under 4 |b. 
each), even though they do not meet the desire—the 
laudable but not very practical desire—of one of the 
editors, who visualized something small enough to 
carry in his coat pocket. These volumes are, however, 
small enough to be readily usable, several at a time 
if necessary. 

Distribution.—If we are to avoid the limited useful- 
ness of the volumes of the history of World War I, 
we must make the volumes of World War II more 
generally available. This means that their existence 
must be publicized. There must be careful distribution 
of the copies which are given to organizations and in- 
stitutions, as well as legitimate publicity for the copies 
which are for sale by the Superintendent of Docu- 
ments, U. S. Government Printing Office, Washington, 
D. C., at the remarkably low price, incidentally, of 
about $4 each. 

The distribution of the Civil War history was en- 
tirely individual. In 1869, Congress authorized the 
printing of 5,000 copies, 1,000 to go to the Senate. 
3,000 to the House, and 1,000 to the Surgeon General 
for distribution. The demand was great, and a second 
printing in the same number was authorized and simi- 
larly distributed in 1875. As a result of this svstem, the 
sets, for the most part, went into private libraries. 
They were available to relatively few readers, particu- 
larly to those who might have benefited most by them, 
and the expressed objective of all the toil and trouble 
that had gone into their preparation was not realized. 
At the present time, when the demand for them is 
increasing, these volumes, as well as the volumes of 
the World War I history, are becoming scarcer and 
more difficult to obtain. 

When the first volumes of the World War I history 
were published, the number printed, 3,000, was con- 
sidered ample to supply all stations of the Army, all 
important public libraries in the United States, and 
all similar libraries in leading foreign nations. These 
first volumes were electroplated, but this practice was 
later discontinued, in the name of economy, though 
as a matter of fact the saving thus effected was imme- 
diately cancelled out by a rise in the cost of printing. 

The distribution list of the World War II histories 
represents a serious endeavor to meet Hanson W. 
Baldwin’s comment on the military volumes, that per- 
sons must be found to read these books as well as 
funds to pay for their production. The medical vol- 
umes are being sent, without charge, to the libraries 
of all medical schools in the United States and Canada; 
the most important medical journals in this country 
and abroad; all Army installations; other governmental 
agencies; selected heads of medical services in coun- 
tries with which we are allied; and certain members 
of Congress, upon request. 

The copies which go to medical schools are accom- 
panied by a covering letter from the Surgeon General 
in which it is pointed out that these books are of real 
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importance to the young men who must, almost in- 
evitably, be prepared to serve in the Medical Corps of 
some one of the armed services when they finish their 
medical course. It is also suggested in this letter that 
these volumes could play a useful part in the Medical 
Education for National Defense (MEND) program 
now operative in some 25 medical schools, which has 
as its purpose the teaching of the principles of military 
and disaster medicine. 

In his covering letter to the editors of medical jour- 
nals, the Surgeon General has pointed out that the 
current value of these volumes is quite as great as 
their historical interest. They contain the essential 
medical facts which must be our bulwark against fu- 
ture disaster. In the next war, if it should come, there 
will not be months of time available to mobilize and 
train troops. There will be no time for medical officers 
newly inducted into the Army Medical Corps to go to 
professional schools to learn surgical techniques or to 
go to staff schools to learn medicomilitary procedures. 
The medical profession itself will not be sufficient to 
care for casualties. Dentists, veterinarians, nurses, even 
lay technicians, will all be obliged to extend their ac- 
tivities beyond their immediate fields of training. 
These books can show them the way. 

In 1948, in a perceptive review of a volume of the 
military series of World War IL histories dealing with 
the Army Ground Forces, Hanson W. Baldwin wrote:” 


The approach is in the best tradition of the historian: “Get the 
truth; let the chips fall where they may.’ . The inescapable 
impression of these . . . volumes is one of almost indescribable 
confusion in our attempts to raise an army, of constant changes 
of plan, of a babel of many voices . . . of the lack of a clear, 
ordered staff procedure and policy. Yet—and this is the diffi- 
culty of the organizational plan of the Army’s history—I have 
found it difficult to trace down the reasons for this situation to 
their sources . .. I have, therefore, a suggestion to make to the 
historical division and the Army General Staff. Someone— 
probably not a historian . . . should go through these volumes 

. and extract from each for training purposes the major mis- 
takes made and lessons learned in World War II in training, 
organization, administration, planning, and leadership. There is 
considerable danger—and some evidence—that our present ex- 
panding Army is making some of the World War II mistakes 
all over again. The history project (aside from its other great 
values) will have more than paid its way if the lessons of the 
past can be utilized in the present. They are all here . . . but 
they will never be learned from these volumes as they stand. 
Someone must cull them, sharpen them, arrange them, simplify 
them—and, particularly, shorten them. So doing, we might save 
time and effort—and lives. 


I was not familiar with Baldwin's proposal when, 
about a vear ago, I began to urge that precisely this 
kind of action should be taken with the volumes of 
the medical history when the whole project is com- 
pleted. It is the business of the Historical Unit and its 
personnel to provide the facts of Medical Department 
activities in World War LL. Their evaluation and inter- 
pretation are the business of a later day. The review 
and analysis proposed should be made by as represen- 
tative and as high-powered a board as can be assem- 
bled. Every branch of the Army Medical Service 
should be represented on it. This is not a task for 
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historians. It is a task for experts in all fields of military 
medicine. In short, I hope that the volumes of the 
history of the Medical Department in World War II 
will eventually be subjected to exactly the same ana- 
lytical process as Baldwin has advocated for the strictly 
military volumes. “So doing,” as he says, “we might 
save time and effort—and lives.” 

In 1946, in an (unpublished ) address before the So- 
ciety of Medical Consultants to the Armed Forces, Dr. 
R. Glen Spurling, editor, with Dr. Barnes Woodhall, 
of the neurosurgical volumes of the history, wrote as 
follows: 


We are now engaged in the preparation of the history of the 
Medical Department in World War Il. I very much hope that 
we shall make it a frank record of our mistakes as well as of our 
achievements, of the difficulties under which we labored and _ of 
possible solutions for them. . . . How frankly and fully [these 
volumes] are written will determine how many mistakes we can 
avoid if we are ever again put to the test. 

I passionately hope that the need for mobilizing civilian 
components of the Army Medical Corps will never again come 
in our lifetime, or in the lifetime of our children. But if the 
unhappy duty of mobilizing for a third World War should fall 
upon our own or upon some succeeding generation, that task 
will be easier if the record of the past is written so plainly that 
it cannot be misunderstood, 


As Editor-in-Chief of the history of the U. S. Army 
Medical Department in World War II, this is exactly 
what I am trving to accomplish. 


Addendum 


Since this report was prepared, “Orthopedic Surgery 
in the Mediterranean Theater of Operations” has been 
published in the surgical series. 


The opinions expressed are my own and do not necessarily 
express those of the Surgeon General, U. S. Army. 
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DIAPER RASH 


OR centuries skin eruptions in the diaper 

kK region have plagued infants and those re- 
sponsible for their care. Kaessler' states 

that few infants escape this condition en- 

tirely, and Benson and co-workers * believe that in 
recent years the incidence of persistent diaper rash 
has increased. The term is somewhat of a misnomer, 
because in most cases the diaper itself is not the 
cause of the rash; but it is a convenient term for a 
group of unrelated conditions and is not likely to be 
abandoned. The commonest cause is the breaking 
down of urea with the resulting formation of am- 
monia. Bacterium ammoniagenes is the organism 
most commonly responsible for this. Other rashes 
in this region that may occur independently con- 
comitantly are miliaria rubra or prickly heat, thrush, 
excoriation associated with diarrhea, intertrigo, 
seborrheic dermatitis, and allergy.” A severe rash 
may be complicated by secondary infection and 
ulceration. Diaper rash in general is aggravated 
by lack of cleanliness and maceration of the skin. 
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The treatment varies with the cause to be re- 
moved. As an aid to healing, the diaper area should 
be kept warm and dry. In severe cases this may ne- 
cessitate placing the baby under an electric cradle, 
allowing him to lie on one or more spread-out dia- 
pers. Swift* advocates the use of hydrocortisone 
ointment followed by zinc oxide ointment or zinc 
oxide ( Lassar’s ) paste. Kahan and co-workers * state 
that the ideal preparation for local application 
should be moisture-repellent, keratolytic, and bac- 
tericidal. They used an emulsion containing 3% 
silicone, which is moisture repellent; 0.2% allantoin 
(glyoxyldiureid), which is keratolytic; and 0.25% 
hexachlorophene, which is bactericidal. All three 
principal ingredients have the advantage of being 
nonirritating and nonsensitizing. The mothers were 
instructed to (1) make no change in the general 
care of the infant, (2) avoid the use of oils, lotions, 
ointments, or powder on the skin but apply the 
emulsion two or three times a day instead, (3) clean 
the diaper area with lukewarm water after urination 
or defecation, and (4) report any aggravation or 
untoward reaction, With this regimen they obtained 
excellent results. Kaessler ' used a similar prepara- 
tion in powdered form and obtained a clearing of 
the rash in 6 to 28 days. The results in a control 
series using ordinary baby talcum powder were not 
as good. Swift found treatment with silicone prepar- 
ation effective but no better than that with zinc 
oxide ointment or zinc oxide paste. The silicones 
have the disadvantage of being more expensive. 

It has been said that the practice of pediatrics 
should be predominantly preventive, and indeed 
much can be done to prevent diaper rash. Changing 
diapers as soon as possible after they become wet or 
soiled prevents maceration of the skin and the for- 
mation of ammonia. Because plastic or rubber pants 
have the opposite effect, their use should be limited 
to brief social occasions when prompt changing 
would be inconvenient. Rubber pants should never 
be left on throughout the night. Much attention has 
been given to the proper laundering of diapers. 
Benson and co-workers compared the results of 
home laundering with those of commercial launder- 
ing. The technique used in the home on the average 
consisted of soaking in cold water, washing in hot 
suds, and triple rinsing in water. The technique used 
in commercial laundering was much more elaborate, 
consisting of three initial rinses (warm and hot), 
two soapings at 180 F, bleaching, three rinses in hot 
water followed by a rinse in methylbenzethonium 
and another in zine silicofluoride, the total process 
taking over one hour, Bacteriological and chemical 
testing showed that commercial laundering was much 
more effective in removing and inhibiting growth of 
ammonia-forming bacteria and in removing irritant 
detergents. Brown and Wilson ® studied the eftec- 
tiveness of various preparations used in diaper rinses 
and found that 3% phenylmercuric acetate was the 
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best antiseptic: mehylbenzethonium and RH 3104, 
both quaternary ammonia compounds, effectively 
inactivated urease so that the decomposition of urea 
to ammonia was inhibited, and zinc silicofluoride 
enhanced the inactivation of urease by the quater- 
nary compounds. They concluded that the best re- 
sults required treatment of diapers with a combina- 
tion of bactericide, a urease inhibitor, and zinc 
silicofluoride. 

Although commercial laundering is not essential 
to the prevention of diaper rash, the nearer a home 
laundering procedure can approximate that of com- 
mercial launderies the better the protection. It is 
doubtful that many homes would find the elaborate 
technique used in commercial launderies practic- 
able. Finally, it should be emphasized that preven- 
tive measures must be continued as long as diapers 
are worn. 


THE JOHN J. ABEL CENTENNIAL 


The American Society of Pharmacology and Ex- 
perimental Therapeutics commemorated the cen- 
tennial of the distinguished scientist John Jacob 
Abel on September 5, 1957, in special ceremonies at 
the Johns Hopkins medical institutions in Baltimore. 
His career tells a story of how scientific medicine de- 
velops and in principle is not unlike the history of 
other outstanding figures in medicine. Such men are 
a source of inspiration for those who may wonder it 
the long road in medicine and research is worth 
following. 

Dr. Abel, who was born near Cleveland on May 
19, 1857, received his Ph.B. degree from the Uni- 
versity of Michigan in 1883, his college education 
being interrupted for a three-year period when he 
was principal of the high school and later superin- 
tendent of the public schools at La Porte, Ind. Atter 
graduation, he spent a year in the department of 
biology at Johns Hopkins University, after which he 
went abroad for seven years studying medicine and 
doing postgraduate work under such celebrated 
teachers as Ludwig, Von Frey, His, Striimpell. 
Kussmaul, Von Recklinghausen, Naunyn, Hoppe- 
Von Nencki, and Schmiedeberg. It was 
Schmiedeberg, long regarded as the father of mod- 
ern pharmacology. who stimulated Abel's interest 
in pharmacological research, particularly in its chem- 
ical aspects. and it was on Schmiedeberg’s recom- 
mendation that Dr. Abel was offered the first full- 
time professorship of pharmacology in the United 
States, founded in 1890, at the University of Michi- 
gan. In 1893, Dr. Abel lett Michigan to assume the 
chair in pharmacology at the newly organized medi- 
cal school of the Johns Hopkins University, a posi- 
tion he retained until his retirement in 1932, From 
then, until his death in 1935, he served as the direc- 
tor of endocrinological research at the university. 
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Prior to Dr. Abel's appointment at the University 
of Michigan, materia medica and therapeutics were 
taught by physicians engaged in private practice. 
Dr. Abel, however, introduced Schmiedeberg’s meth- 
ods of instruction, which included lectures, demon- 
strations, and quizzes and instituted the use of 
student experiments, His prodigious energy and un- 
bounded enthusiasm exerted a strong influence on 
both his students and assistants, many of whom ad- 
vanced to important positions in medicine or the 
medical sciences. 

Dr. Abel's research activities covered a wide range 
of subjects, from his earliest researches on the 
“molecular weight of cholic acid, cholesterol and 
hydrobilirubin” to the studies on the mode of action 
of tetanus antitoxin, undertaken after his retirement 
from active teaching. Possibly his best-known works 
were the isolation of the benzy] derivative of epine- 
phrine, the active principle of the adrenal medulla, 
in 1897, and the preparation of crystalline insulin in 
1926. These studies, and his extensive work on the 
purification of the active principles of the posterior 
lobe of the pituitary gland, were facilitated by the 
broad training he had received in Europe, where 
he first came to appreciate the great role that 
chemistry would play in the future development 
of scientific medicine. His prophetic instinct was 
also illustrated by his development, in 1913, of 
an “artificial kidney,” capable of removing dia- 
lvzable substances from the blood of living animals 
by circulating it through a series of celloidin tubes 
surrounded by saline solution and by his introduc- 
tion during the year 1921-1922 of a course in bio- 
physics in the medical school. 

Dr. Abel's contributions to the medical sciences 
include also the founding of several scientific journals 
and societies. In 1895, he suggested to President 
Gilman of the Johns Hopkins University the need 
for an American journal, covering the field of ex- 
perimental medicine, and the following year, with 
Gilman's encouragement, the medical faculty found- 
ed the Journal of Experimental Medicine. The suc- 
cess of this journal prompted Abel to initiate the 
steps that led to the launching of the Journal of 
Biological Chemistry in 1905 and the Journal of 
Pharmacology and) Experimental Therapeutics in 
1909. On December 26, 1906, Dr. Abel called a 
meeting of biological chemists in New York, which 
led to the founding of the American Society of Bio- 
logical Chemists, and, in 1909, the American Society 
of Pharmacology and Experimental Therapeutics 
was organized with Abel as its first president. 

Dr. Abel's contributions to the development of 
basic medical science in America were truly out- 
standing, and his influence on contemporary work- 
ers was lasting and protound, Practicing physicians 
may well join with their academic colleagues in 
paving homage to this great scientist and teacher. 
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ORGANIZATION SECTION 


A. M. A. RESEARCH FOUNDATION 


Establishment of a nonprofit American Medical 
Research Foundation became official this month 
with the filing of state papers of incorporation in 
Springfield, Il. The directorate is composed of 
members of the Board of Trustees of the A. M. A. 
Purposes of the Foundation, which were approved 
at the A. M. A. meeting in Seattle last November, 
are to promote the science and art of medicine, and 
the betterment of public health through planning 
and initiating medical research. This may take the 
form of distributing preferred grants for research 
to both institutions and individuals, as the Founda- 
tion sees fit. The A. M. R. F. bylaws have been ap- 
proved by the Board of Trustees on the basis of 
recommendations by Trustees Julian P. Price, James 
Z. Appel, and Raymond M. McKeown. 


FARM-CITY WEEK 


The national committee for Farm-City Week, 
to be held from Nov. 22 through 28, has extended 
a special invitation to all state and county medical 
societies to join in a program to build better rela- 
tionships between town and country neighbors. As 
in the past two vears, this observance will be con- 
ducted nationally and locally by hundreds of civic, 
industrial, agricultural, professional, and youth 
organizations—all spearheaded and coordinated by 
Kiwanis International. The A. M. A., which is repre- 
sented on the Farm-City board of directors, will 
send, in October, a series of suggestions to all 
medical societies for highlighting their urban and 
rural health services during the week. In most 
cases, local programs will be coordinated by com- 
munity Kiwanis clubs. Names of both regional and 
state Farm-City Week chairmen will also be sent 
to medical societies so that physicians may be 
represented on the local planning committees. 


A. M. A. LENDS HAND TO MEDICAL 
ASSISTANTS GROUPS 


A new how-to-do-it organizational manual for 
medical assistants will be introduced at the second 
national convention of the American Association 
of Medical Assistants in San Francisco, Oct. 4 to 6. 
Edited by leaders in assistants groups around the 
country, the manual is being published by the 
Public Relations Department of the A. M. A. The 
manual, entitled “Take-off Techniques,” discusses 
such organizational processes as securing medical 


society cooperation, planning educational programs, 
and keeping members informed. This is the second 
publication for medical assistants which the 
A. M. A. has prepared this fall. A new medical 
assistants packet, outlining medical assistants’ 
organizational aims and activities, was completed 
recently and is available on request to medical 
societies and assistants groups. Women from assist- 
ant groups in 20 states are expected to attend the 
San Francisco session of the American Association 
of Medical Assistants. The San Francisco Medical 
Society, the California Medical Association, and the 
A. M. A. will be co-hosts at a reception Friday 
evening, Oct. 4, for members of the American Asso- 
ciation of Medical Assistants. 


SODIUM RESTRICTED DIETS 


The publication entitled “Sodium Restricted 
Diets,” mentioned on page 661 of THE JouRNAL, 
June 8, 1957, is available through the Publications 
Office of the National Academy of Sciences, Nation- 
al Research Council. The publication can be ob- 
tained for $1.00 per copy. 


MEDICAL EDUCATION WEEK 


The third annual Medical Education Week will 
be held from April 20 to 26, 1958. An all-out effort 
will be made to create a greater understanding, 
among the public, of both the achievements and 
the problems of medical schools. Each of the spon- 
soring organizations—the American Medical Asso- 
ciation, the Student American Medical Association, 
the Woman's Auxiliary to the A. M. A., the Asso- 
ciation of American Medical Colleges, the Ameri- 
can Medical Education Foundation, and_ the 
National Fund for Medical Education—are asking 
their membership to reserve this week for com- 
munity and statewide salutes to area medical 
schools. Local and state programs will be reinforced 
by national publicity through network television 
and radio programs, newspaper syndicates, and 
magazines. In addition, the sponsors will send pro- 
motional aids to their state and county officers to 
help in local observances. During the 1957 Med- 
ical Education Week, medical societies in 32 states 
and woman's auxiliaries in 42 states conducted 
various activities, and their past successes are 
expected to lead to an even more widespread 
acknowledgment of the achievements of medical 
schools in 1958. 
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COUNCIL ON MEDICAL SERVICE 


NUTRITIONAL PROBLEMS IN THE AGING AND AGED 


Herbert Pollack, M.D., New York 


This is the fifth of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series will 


be published in booklet form. 


With the increasing of the life span, a larger 
percentage of the total population are now in the 
old age group. It is not enough merely to increase 
life span per se; these added years must be made 
productive and enjovable and then extended further. 
One of the many problems to be explored in the 
aging population is nutrition. Does it need special 
attention? Is it a problem by itself or is it secondary 
to other more important questions? Can the effects 
of earlier metabolic insults be reversed? 

Aging is the sum of life experiences in its broadest 
concept, the inference being that avoiding physio- 
logical insults, including episodes of malnutrition, 
all throughout life will result in greater longevity 
and prolonged functional usefulness. The problem 
of the aged resolves itself into two components— 
the aging process itself and the actual status of the 
aged person. Little is known of the aging process 
except that it is speeded up by the onset of certain 
chronic disease states. Atherosclerosis and obesity 
are perhaps two of the most important of these 
states. In the minds of many people, when a specific 
therapeutic agent is not available, all too frequently 
malnutrition is blamed and the cure is said to be 
dietetic. 

While, unquestionably, the basis for good health 
is optimum nutrition, the cause of ill health is not 
always malnutrition from bad dietary practices. The 
panacea for the aged is not necessarily the discovery 
of the ideal diet for this group of our population, 
but it can do a great deal towards the support of 
good health and longevity. 

It was less than 100 years ago that the robust- 
looking, stout man was looked upon with favor as 
the best risk for life insurance.’ It was at that time 
that tuberculosis and the acute infectious diseases 
accounted for the high death rates. It was clear that 
at ages under 35 the mortality figures favored those 
who were slightly to moderately overweight. At 
ages from 35 to 55, the lowest mortality rates were 

Associate Professor of Clinical Medicine, New York University Post- 
graduate School of Medicine. 


Members of the Committee on Aging are Drs. H. B. Mulholland, 
Chairman, Charlottesville, Va.; Edward L. Bortz, Philadelphia; Henry 
A. Holle, Austin, Texas; Wingate M. Johnson, Winston-Salem, N. C.;: 
Theodore G. Klumpp, New York; Frederick C. Swartz, Lansing, Mich.; 
and Cecil Wittson, Omaha. Committee Staff: Mr. George W. Cooley, 
Secretary, and Mr. Herbert B. Norton, Research Assistant. 


recorded among men 5 to 10 lb. underweight and 
at 57 to 62, among those 15 to 20 lb. underweight. 
It should be pointed out that the standard for the 
determination of overweight or underweight was 
the “average” weight figures of the 1912 tables 
which reflected the gradual weight gain of the 
population. It should be mentioned further that, in 
the underweight group at ages 15 to 29, tuberculosis 
accounted tor 40% of the deaths. Nutritional and 
weight problems are of greater concern today be- 
cause the progress in prevention and treatment of 
the infectious diseases now makes more obvious the 
slowly developing effects of chronic malnutrition. 
The excuse for obesity as a secondary effect of 
achieving good nutrition to aid in the prevention of 
infectious diseases no longer holds true. The present 
state of knowledge of micronutrients and macro- 
nutrients makes it possible to achieve optimum 
nutrition without the undesirable side-effects of 
excess calorie intake. Optimum nutrition precludes 
the presence of obesity. 

Among the more important obviously measurable 
physiological changes occurring during a lifetime 
is the decreasing oxygen requirement per unit of 
body weight. This phenomenon is now believed to 
be due more to a decrease in total amount of active 
protoplasm than to a decrease in oxygen require- 
ment by the single cell. When this is coupled with 
decreased over-all physical activity, the important 
practical application of this phenomenon can_ be 
promulgated, i. e., a decreased calorie requirement 
with age. The obesity of the elderly is not due to 
gourmandizing but mainly to the constancy of the 
intake in the face of decreasing requirements. The 
figure expresses graphically what happens to body 
weight in the face of constant calorie intake and 
constant physical activity over the period of vears 
as the metabolic requirements decrease. Many re- 
ligious rituals and certain tood practices among 
groups of people indicate a recognition of the place 
of periodic fasting and limited diets in the preven- 
tion of overeating. A diet supplying all of the micro- 
nutrients, macronutrients, and only sufficient calories 
to maintain the optimum weight can be suggested 
for those who desire maximum longevity for their 
inherited biological strength. It can be suggested 
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further that, since the advantages of overweight in 
the adolescent and early adult years has been re- 
placed by prevention of infectious diseases and 
improved therapeusis, at no time in one’s life span 
should obesity be tolerated. 

In the United States the National Research 
Council’s Food and Nutrition Board has had a tre- 
mendous impact on the thinking of the teachers in 
the field of nutrition. Their table of recommended 
food allowances is used as a yardstick for the 
measurement of the adequacy of the diet. There 
is no question that it has served a useful func- 
tion and has brought about an upgrading in the 
general nutritional status of the people of this 
country. One can question whether their calorie 
allowances for the 65-year-old group and_ older 
are not too generous and conducive to the pro- 
duction of obesity. Lyons and Trulson* report 
a survey of 100 men and women over 65 vears of 
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age living in Boston. They found that 35% of the 
men and 52% of the women consumed 100% ot 
the National Research Council calorie allowances 
—2,600 and 1,800 calories respectively; 48% of the 
men and 57% of the women were 10% or more 
above their desirable weight. This would indicate 
that for this group the National Research Council's 
calorie allowances are too high. 

The diet has been implicated in the genesis of 
atherosclerosis. This discussion will not go into the 
details of the arguments pro and con. No doubt, in 
time, atherosclerosis will be proved to have a rela- 
tionship to metabolic factors. Whether these are 
due to faulty dietary habits and can be reversed by 
changes in the diet is still a very open question. 
There is at present no evidence which calls forth a 
recommendation for drastic changes in the present 
dietary regimen to combat atherosclerosis. A diet 
which will bring about and maintain optimum nu- 
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trition can be achieved by the consumption of the 
normal variety of foods in amounts sufficient to 
maintain the desirable weight. 

Chronic disease states have their influence on 
nutritional requirements, and meals must be 
planned accordingly to supply the required amount 
of nutrients. The physician who prescribes dict 
therapy as part of the treatment in the aging popu- 
lation must make certain that the therapeutic diet 
not only is nutritionally adequate on paper but is 
actually consumed by the patient. Low-sodium 
diets, frequently prescribed for the aged, are par- 
ticularly anorexigenic, and, if careful attention is not 
paid to the adequacy of the consumption, secondary 
malnutrition occurs, particularly with respect to 
protein and some of members of the vitamin B 
complex. Paralysis agitans (Parkinson's disease ) 
may make it very difficult for the patient to feed 
himself. Concentrated foods in liquid mixtures may 
be necessary as supplements between meals, Gastro- 
intestinal disturbances, both functional and organic, 
frequently lead to limitation of food choice. The 
therapeutic diets prescribed for gout and diabetes 
mellitus are more easilv interpreted into good food 
intakes than some of the others. 

Limitation of physical activity because of myo- 
cardial disease and circulatory insufficiency and 
arthritis and other joint difficulties should call for 
a compensating decrease in caloric intake, otherwise 
weight gain is inevitable. Added body poundage 
causes a further load on the circulation and weight- 
bearing joints. The precipitation of anginal pain bv 
a full meal discourages many from eating a full 
meal. Personality changes and the negativism fre- 
quently associated with cerebral arteriosclerosis 
have a direct bearing on appetite and food consump- 
tion. Socioeconomic factors must be investigated. 
These latter, too, can determine to a large extent 
the food intake. 

Look carefully for dental or local oral lesions as 
a cause of poor eating. Ill-fitting dentures and sore 
gums are a real deterrent. Many functional gastro- 
intestinal upsets result from foods that have not 
been masticated. Pay attention to the mechanical 
state of the food as well as its nutritional content. 

Basically, the nutritional requirements for the 
aged are essentially the same as for the younger 
adults. With the exception of recognition of the 
decreasing calorie requirements, one need not, in 
the light of present knowledge, alter the dietary 
pattern. One must recognize that the metabolic 
status of the aged is the end-result of previous 
experiences and that optimum nutrition must be 
maintained throughout life. 
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MEDICINE AND THE LAW 


COMPLAINT AGAINST A PHYSICIAN SUBMITTED TO A MEDICAL SOCIETY— 
BASIS FOR LIBEL ACTION BY THE PHYSICIAN 


A patient submitted a complaint in a letter to the 
New York County Medical Society which in part 
read as follows: “It was guaranteed to me by the 
physician, who is the subject of this correspondence. 
that the scar which is on my left shoulder would 
disappear, except for a thin and barely visible line 
after the performance of the operation. Further, 
that this healing process would take only about 
four months. Since the date of the operation, no 
change whatsoever has taken place, nor has the 
length or ugliness of the scar in any way dimin- 
ished. 

“The consultation which took place on Saturday 
between Dr and myself, was both dis- 
heartening and, | believe, unethical. Dr 
readily admitted to the operation's failure, indicat- 
ing that the scar would not disappear and that he 
did not perform a proper operation. When asked 
by me what he proposed doing to rectify this situa- 
tion, he suggested another operation at additional 
cost.” The letter ended with a request for “assist- 
ance and guidance.” 

One of the Principles of Medical Ethics of the 
Medical Society of the State of New York, of which 
the physician was a member, states, in part, that 
“the promise of medical care or boasting of cares 
or extraordinary skill and success is unethical.” 

The physician and his witnesses readily admitted 


that no scar can be completely eliminated and, if 


incised, must of necessity be substituted by another 
scar. The Grievance Committee of the Medical So- 


ciety rejected the patient's complaint on the basis 
of the physician’s assurance that no guarantee or 
promise of a satisfactory outcome had been made 
by him and that the procedure which he used in 
the operation was standard practice. 

The physician then sued the patient for libel for 
having submitted this letter of complaint to the 
medical society. The court concluded “that a guar- 
antee of removal and reduction of the scar to that 
of a thin and barely visible line would be repre- 
hensible, deceitful and unethical. To falsely accuse 
a surgeon of making such a definitive guarantee of 
recovery is to impugn his integrity and protessional 
standing as a surgeon, amounting to libel per se.” 

The court said that the letter, even though sub- 
mitted in confidence, could be the basis for a libel 
action, “for it is enough that it be public and made 
known to persons other than the parties, even 
though they be members of an official body or 
a select and private group of professionals.” The 
court also stated that it would be contrary to pub- 
lic policy to hold that the physician “being a mem- 
ber of the Society and thus bound by its principles 
and rulings must be presumed to have waived his 
legal rights.” 

Nevertheless the court dismissed this libel action 
as it found that the patient's assertions in her letter 
of complaint to the medical society were true and 
were made without malice.—Kantrowitz v. Candel- 
ario, 163 N.Y.S. 2d 297, Supreme Court, Trial Term., 
Kings County, Part 1V., May 17, 1957. 


CONFIDENTIAL COMMUNICATIONS AND RECORDS 


This is the third in a series of six articles dealing with the necessity for and proper format 
of certain medicolegal forms. The subjects to be covered are (1) consent to operations and 
other medical ‘procedures; (2) patient's right to privacy; (3) confidential communications and 
records; (4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Depart- 
ment of the American Medical Association under the title “Medicolegal Forms with Legal 
Analysis.” The book will include extensive legal citations and a substantial number of addi- 
tional forms which have not been included in this series of articles.—Ep. 


The relation between a physician and his patient 
is an extremely confidential one. The patient should 
feel free to make a full disclosure of facts to his 
physician, in order that the physician may most 
effectively render his services, and the patient 
should be free to make this disclosure with the 


knowledge that the physician will respect the con- 
fidential nature of the communications. It is a 
breach of professional ethics for the physician to 
reveal the confidential communications of his pa- 
tients without the express consent of the patient 
unless required by law, as in the case of communi- 
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cable diseases. The betrayal of a patient's confidence 
may also be grounds for revocation of the physi- 
cians license. The physician should, therefore, 
obtain the express written consent of the patient 
before releasing confidential information. 

Confidential communications between physician 
and patient have the statutory status of privileged 
communications in some states. In states where 
communications have this status, the physician may 
not testify in a judicial or administrative proceeding 
as to information obtained as a result of the phiysi- 
cian-patient relationship. 

The privilege also extends to hospital records 
insofar as they tend to disclose what the physician 
learned in the course of treatment. Generally, it 
has been held that, where a physician is employed 
by an insurance company or other adverse party 
to examine a claimant, with no contemplation of 
any treatment, the information thus acquired is not 
privileged and the physician may testify as to such 
information. 

In order for privilege to apply, it is not necessary 
that any treatment shall actually have been given; 
all that is necessary is that the information shall 
have been gained for the purpose of aiding in 
treatment. 

The communication is privileged if it is made in 
the presence of a third person who is aiding the 
physician or who is necessary as a means of com- 
munication between physician and patient, But, if 
the communication is made in the presence of a 
third person, who is not assisting the physician and 
who is not necessary as a means of communication 
between physician and patient, it is not privileged. 
It has been held in some states that, in such a 
situation, only the third person, but not the doctor, 
could testify as to the communications, while in 
other states it has been held that both the doctor 
and the third person can testify as to the communi- 
cations. If the communication is made in the 
presence of a third person whose character is such 
that the communication is nonprivileged, the pa- 
tient cannot be compelled to testify as to the com- 
munication. 

The privilege belongs not to the physician but to 
the patient, who may waive it. The patient’s bring- 
ing of a professional liability action against the 
physician may constitute a waiver of the privilege. 
The privilege may may also be waived if the pa- 
tient testifies as to the communications or if he 
calls the physician as a witness. 

Fundamentally, the physician-patient privilege, 
which exists in many jurisdictions in various forms, 
is a limited right of exclusion of evidence in a judi- 
cial or administrative proceeding. Ordinarily, it 
does not present any issue of legal right of recovery 
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for violation of the privilege. In seeking to recover 
against a physician for the alleged improper dis- 
closure of information, it appears that the patient's 
basis for recovery, if any, would depend upon his 
ability to establish a breach of his right of privacy. 
This .is an area of law which is still in the process 
of development. 


Form. 1.—Authorization for Disclosure of Information by 
Examining Physician 


I authorize Dr. to 


disclose complete information to 
concerning the results of a physical examination of the 


undersigned made or to be made on 


en , and to testify, without limitation, as to all findings 
of said physical examination, in any legal action or judicial 
proceedings to which I am, or may become a party; and 

waive on behalf of myself and any persons who may have an 
interest in the matter, all provisions of law relating to the 
disclosure of information acquired through said examination. 


Signed 


Place 


Date 


Witness 


ForM 2.—Consent to Examination of Physician’s Records 
Yo Dr. 


I hereby authorize and request you to furnish a copy of 


the medical records of 


(State name of patient or “myself” ) 


covering the period from ve 


to or to allow those rec- 


ords to be inspected or copied by 
{ hereby release you from all legal responsibility or liability 
that may arise from the act I have authorized above. 


Signed 
Date 


Witness 


Form 3.—Consent to Access to Hospital Records 


To , Hospital Superintendent, 


Hospital. 


I hereby authorize you to furnish a copy of the hospital 


records of , covering the 


(State name of patient or “myself” ) 


period from 
or to allow those records to be inspected or copied by 


I hereby release 
Hospital and you personally from all legal responsibility or 
liability that may arise from the act | have authorized above. 


Signed 
Date 


Witness 


- 
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ARIZONA 


General Practitioners Meeting in Mesa.—The an- 
nual meeting of the Arizona Chapter, American 
Academy of General Practice, will be held Oct. 
12-13 at the Maricopa Inn, Mesa. The program in- 
cludes the following guest specialists: Dr. Karl 
O. Van Hagen, clinical professor of neurology, 
University of Southern California, Los Angeles; Dr. 
William A. Brewer, surgeon, Phoenix; Dr. Herman 
W. Lipow, pediatrician, Phoenix; Dr. Samuel G. 
Blount Jr., director, cardiovascular laboratory, Uni- 
versity of Colorado, Denver; Dr, Jack E. Brooks, 
eye, ear, nose, and throat, Phoenix; Dr. Robert W. 
Weber, orthopedic surgeon, Tucson; and Dr. Wil- 
liam Dock, internal medicine, Palo Alto Clinic, 
Calif. A $5 fee will be charged for nonmembers. The 
meeting is approved for postgraduate credit, cate- 
gory I, for members of the academy, and is open 
to all members of the medical profession. Entertain- 
ment includes a banquet Oct. 12 and a golf tourna- 
ment Oct. 13. A ladies’ program is planned. For 
information write Dr. V. E. Frazier, General Chair- 
man, Arizona Academy of General Practice, 40 
South Country Club Drive, Mesa, Ariz. 


ARKANSAS 


Society News.—The Arkansas Dermatological So- 
ciety has elected the following officers: Dr. Ray 
Fulmer, Little Rock, president; Dr. Ellis P. Cope, 
Little Rock, vice-president; Dr. Calvin Dillaha, 
Little Rock, secretary; and Dr, Davis W. Goldstein, 
Fort Smith, program chairman. Plans have been 
made to form a regional group of dermatologists 
within a radius of about 400 miles from Little Rock 
which will hold yearly informal meetings. 


CALIFORNIA 


Fourth Annual Surgical Symposiums.—The San 
Francisco Academy of General Practice has an- 
nounced that the fourth annual surgical symposiums 
will be held at Fort Miley Veterans Administration 
Hospital, 42nd Avenue and Clement Street, San 
Francisco, Tuesdays at 8:00 p. m., Sept. 24, Oct. 1, 
8, 15, 22, and 29. The symposiums are under joint 
sponsorship with the University of California 
School of Medicine. Practical concepts of surgical 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


technique will be stressed and new advances in 
surgery discussed. The symposiums are designed to 
fit the needs of the general practitioner. Dr. Louis 
Brizzonlara, chief, department of surgery, Fort 
Miley, will act as moderator, and Dr. Forrest M. 
Willett, chief, department of medicine, Fort Miley, 
will be coordinator. For information write Dr. 
Alex F. Fraser, 3490 20th St., San Francisco 10, 
Calif. 


Society News.—The 1957-1958 officers of the Los 
Angeles Radiological Society are as follows: presi- 
dent, Dr. Richard A. Kredel, Pasadena; vice- 
president, Dr. Lewis J. Peha, Beverly Hills; secre- 
tary, Dr. Putnam C. Kennedy, Glendale; treasurer, 
Dr. Robert B. Rickenberg, Los Angeles. The society 
meets the second Wednesday of September, Novem- 
ber, March, April, and June, at the Los Angeles 
County Medical Association Building. The mid- 
winter radiological conference will be held Feb. 
22-23, 1958, at the Biltmore Hotel, Los Angeles. 


CONNECTICUT 


Personal.—Dr. Franklin S$. DuBois, of New Canaan, 
recently named to the newly created State Board of 
Mental Health, was elected secretary of the group at 
an organization meeting in Hartford. 


Hospital Anniversary Program.—A scientific meet- 
ing will be held in The Hospital of Saint Raphael, 
New Haven, Oct. 25 as part of a three-day celebra- 
tion of the 50th anniversary of the hospital. Par- 
ticipants include Dr. Paul di Sant’ Agnese, assistant 
professor of pediatrics, College of Physicians and 
Surgeons, Columbia University, who will discuss 
“Cystic Fibrosis of the Pancreas’; Dr. Charles A. 
Hufnagel, professor of research surgery, George- 
town University School of Medicine, Washington, 
D. C., speaking on “Selection of Patients and 
Evaluation of Procedures for Cardiac Surgery’; 
and Dr. Shields Warren, professor of pathology, 
Harvard University School of Medicine, Boston, 
whose subject will be “Radiation and the Human 
Race.” A clinical pathology conference will be part 
of the afternoon session and will include Drs. Har- 
old Jeghers, chairman, department of medicine, 
Seton Hall College of Medicine; Mario Stefanini, 
associate professor of medicine and lecturer in 
pharmacology, Tufts University Medical School, 
Boston; Arnold Janzen, radiologist, Hartford; and 
Robert Nesbit, pathologist, Hospital of St. Raphael. 
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Exhibits will include those on hypersplenism, 
cholangiography, heart-lung machine, and electro- 
phoresis. 


LOUISIANA 


General Practitioners Meeting.—The 11th annual 
assembly of the Louisiana Academy of General 
Practice will be held Oct. 8-10 at the Frances 
Hotel, Monroe. The program includes the following 
topics by out-of-state speakers: 

Gallbladder and Duct Disease, Dr. R. L. Sanders, professor 
of surgery, University of Tennessee, Memphis. 

Acute Abdominal Conditions, Dr. Sanders. 

External Edometriosis, Dr. William F. Guerriero, clinical 
associate professor of obstetrics and gynecology, South- 
western Medical School, University of Texas, Dallas. 

Newer Aspects in the Management and Diagnosis of Car- 
cinoma of Female Genitalia, Dr. Guerriero. 

Urology that the General Practitioner Should Know, Dr. 
Thomas D. Moore, professor of urological surgery, Uni- 
versity of Tennessee. 

Interpretation of Pyelograms, Dr. Moore. 

Collagen Diseases, Dr. Harry E. Banghart, assistant professor 
of medicine, Hannemann Medical College, Philadelphia. 

Osteoporosis, Dr. Banghart. 


At the luncheon Dr. |. P. Culpepper, president, 
Southern Medical Association, will speak on “The 
Role of Organized Medicine.” and Dr. E. S, Me- 
Lartv, chief of preceptorship program, University 
of Texas School of Medicine, Galveston, on “The 
Medical Student and the Preceptorship.” A dinner- 
dance will be held Oct. 7. For information write the 
Louisiana Academy of General Practice, 3420 Canal 
St., New Orleans 19, La. 


MASSACHUSETTS 

Hospital News.—The New England Center Hospital, 
Boston, has announced the establishment of a new 
department of infectious diseases under the direc- 
tion of Dr. Louis Weinstein who, in addition to 
being named chief of the new unit and senior phy- 
sician at the hospital, has also been appointed 
professor of medicine at Tufts University School of 
Medicine. Both the Hospital and the Medical School 
are part of Boston’s New England Medical Center. 
To accept these appointments, Dr. Weinstein has 
resigned as chief of the Infectious Diseases Service 
at Haynes Memorial of the Massachusetts Memorial 
Hospitals and as associate professor of medicine at 
Boston University School of Medicine. 


Personal.—Dr. James B. Dealy Jr., of Newton, has 
been appointed by the trustees of Peter Bent Brig- 
ham Hospital as radiologist-in-chief, succeeding Dr. 
Merrill C. Sosman, who has retired after more than 
30 vears. Dr. Dealy has served as acting radiologist- 
in-chief, since Dr. Sosman’s retirement last July. He 
is also assistant clinical professor of radiology and 
acting chairman of the department at Harvard Med- 
ical School, Boston.——Dr. John M. Mackenzie, as- 
sistant superintendent of the Boston State Hospital 
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and assistant professor of psychiatry, Tufts Medical 
School, has begun a one-vear leave of absence. Un- 
der a fellowship training program, Dr. Mackenzie 
will hold the position of senior instructor at the 
University of Aberdeen Medical School in Scotland. 
He will teach third and fifth year undergraduates 
in the College of Medicine courses in psychody- 
namics, individual and group therapy, and the ap- 
plication of psvchoanalvsis to the major mental 
illnesses. 


NEW JERSEY 

Society News.—The New Jersey Rheumatism Asso- 
ciation has elected the following officers: president, 
Dr. Irving L. Sperling, Newark; vice-president, Dr. 
Evelyn Merrick, Orange; treasurer, Dr. Walter R. 
Edwards, Trenton; and secretary, Dr. William D. 
Kimler, Haddon Heights.——The Essex County 
Pathological and Anatomical Society will celebrate 
its 50th anniversary Nov. 9 in Newark at the Essex 
House. During the day there will be a clinical- 
pathological program at the Martland Medical Cen- 
ter and in the evening Dr. Hans Popper, associate 
professor of pathology, Northwestern University 
Medical School, Chicago, will give the anniversary 
address.——The following officers were recently 
elected to the New Jersey State Gastroenterological 
Societv: Dr. Jacob A. Riese, president; Dr. Ferdi- 
nand Weisbrod, vice-president; and Dr. Abraham 
Friedman, secretary-treasurer. 


NEW YORK 


Personal.—Dr. Martin A. Seidell, internist and neu- 
rologist, has assumed the post of medical director 
of J. B. Roerig and Company, New York pharma- 
ceutical firm. Dr. Seidell, who practiced for two 
vears at the Mayo Clinic, Rochester, Minn., joined 
the Roerig division of Chas. Pfizer & Co., Inc., July 
15, succeeding Dr. Jerome J. Van Gasse, who has 
been appointed assistant general manager of Pfizer 
Laboratories in Brooklvn.——Dr. Charles P. Blunt, 
a specialist in surgery, has joined the Corning Glass 
Works medical staff in Corning. Dr. Blunt comes 
from Rupert, Idaho. Previously he was engaged in 
general surgery in Lynchburg, Va., from 1950-1952, 
and at Marion, Va., from 1952-1955. 


Hospital News.—At the first reunion of former 
house officers of the Rochester General Hospital, 
Sept. 13-14, Dr. Philip Thorek, Chicago, was guest 
speaker. Mr. James Card, curator of movies at 
George Eastman House, was the banquet speaker. 


Dedicate Health Department Building.—Cere- 
monies marking the dedication of the new State 
Health Department office building were held in 
Albany June 27. State Health Commissioner, Dr. 
Herman E, Hilleboe, who presided at the dedication 
ceremonies, introduced Governor Averell Harriman 
and Dr. LeRoy E. Burney, Surgeon General of the 
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United States Public Health Service, who were guest 
speakers. The new building brings together under 
one roof about 600 State Health Department er- 
ployees who were previously housed in eight dif- 
ferent offices and buildings throughout the city of 
Albany. Albany Medical College and Hospital, Al- 
bany College of Pharmacy, and the Albany Veterans 
Administration Hospital are nearby. The Hospital 
Survey and Planning Commission is housed in the 
building. Constructed of face brick with limestone 
trim, the building is “E” shaped, is completely air 
conditioned, and took two years to construct at a 
cost of $3,180,000. It includes offices of the Water 
Pollution Control Board and the Air Pollution Con- 
trol Board. A total of 170,000 square feet of usable 
floor space is available within the building. The 
basement floor contains a cafeteria with a seating 
capacity of 200 people; an auditorium seating 300 
people; a photography laboratory and darkroom; an 
exhibits workshop; and general storage and file 


The new office building of the New York State Depart- 
ment of Health. 


rooms. The auditorium is available for meetings of 
medical societies and other health groups through- 
out the area. 


New York City 


Dr. Brunschwig Honored.—Dr. Alexander Brun- 
schwig, New York surgeon, has received official 
notification of promotion to the rank of Officier in 
the French National Order of the Legion of Honor. 
By decree of the president of the Republic of 
France, the honor was bestowed upon Dr. Brun- 
schwig “as a token of appreciation for the valuable 
services rendered by him to the cause of 
Franco—American cooperation in the field of medi- 
cine.” Dr. Brunschwig, who was first awarded the 
Legion of Honor in 1950, grade Chevalier, is chief, 
gynecology service, Memorial Center for Cancer 
and Allied Diseases, and professor of surgery, Cor- 
nell University Medical College. 


Personal.—Recently Dr. Louis J. Softer, clinical pro- 
fessor of medicine, State University of New York 
College of Medicine, was awarded the Alumni 
Achievement medal of the University “for outstand- 
ing contributions to medicine.” Previously, he was 
awarded the Harlow—Brooks medal by the New 
York Academy of Medicine. He served as a con- 
sultant of the Mount Sinai Hospital staff from 1938 
to 1946 and became regional consultant, U. S. Vet- 
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erans Administration in 1952.——Dr. John Caffey, 
professor of radiology, Columbia University College 
of Physicians and Surgeons, was elected honorary 
member of the Royal Society of Medicine at its 
London meeting “in recognition of his distinguished 
services to science.”—-—Dr. George E. Daniels has 
been appointed director of the Columbia Psycho- 
analytic Clinic, succeeding Dr. Abram Kardiner, 
who has retired and accepted an appointment as 
lecturer in the department of psychiatry.——Dr. 
George T. Pack has been invited to speak at the 
third National Cancer Congress of the Chilean 
Cancer Society in November, when he will lecture 
on Cancer of the Stomach and the Surgical Treat- 
ment of Liver Tumors. 


NORTH CAROLINA 


Aging Research Grant.--A $306,922 grant for re- 
search on aging has been made to Duke University, 
Durham. This is the first grant in the U. S. Public 
Health Service’s new program designed to en- 
courage establishment of research centers in which 
many departments of a university and health and 
related agencies of a community will cooperate in 
studying various aspects of aging. The program at 
Duke University has four main objectives: (1) to 
develop a center for aging research based upon a 
university-wide effort; (2) to support fundamental 
research concerned with health problems of aging 
and to include relevant research contributions from 
the social and behavioral sciences and related fields; 
(3) to train investigators interested in the problems 
of aging; and (4) to foster a regional resource for 
the dissemination of scientific knowledge in the 
field of aging. 

The Public Health Service’s program to encour- 
age research on aging is under the Center for Re- 
search on Aging at the National Institutes of Health, 
Bethesda, Md., established in October, 1956, under 
the direction of Dr. G. Halsey Hunt. 


OHIO 


Personal.—Dr. Edward A. Gall, head of the pa- 
thology department, University of Cincinnati Col- 
lege of Medicine, has been named editor in chief of 
the American Journal of Pathology. The journal is 
the official organ of the American Association of 
Pathologists and Bacteriologists, of which Dr. Gall 
is secretary. 


Public Health Research Grants.—Myron Leon, 
Ph.D., Saint Luke’s Hospital associate in surgical 
research, has been awarded grants by the National 
Institutes of Health of the Public Health Service 
totaling $47,100. The grants, covering a three-year 
period, are to be used for the study of purification 
and properties of complements and properdin. Dr. 
Leon will be assisted in these studies by two ex- 
change fellows from Germany, Dr. Klaus Rother and 
Dr. Ursula Rother. 
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PENNSYLVANIA 


Hawthorne Surgical Society.—The Hawthorne Sur- 
gical Society, an honorary fellowship of qualified 
surgeons who are alumni of the Graduate School 
of Medicine of the University of Pennsylvania, 
Philadelphia, will hold its fifth annual meeting Oct. 
16 at the Shelburne Hotel in Atlantic City, N. J. 
The meeting will be addressed by Dr. Henry L. 
Bockus, chairman, department of medicine, Uni- 
versity of Pennsylvania, Graduate School of Med- 
icine. Reservations should be forwarded to Dr. 
Julian A. Sterling, Secretary, Hawthorne Surgical 
Society, 1008 Sharpless Road, Philadelphia 26, Pa. 


Philadelphia 


Cancer Research Grants.—U. S. Public Health 
Service grants totaling $38,559 have been awarded 
members of the faculty of the Temple University 
School of Medicine. The two largest grants are for 
cancer studies in progress under the direction of 
Dr. Herbert M. Stauffer, head, department of radio- 
logy, and Dr. Valy Menkin, associate professor of 
experimental pathology. 


Personal.—The Lillian K. Synder award of the 
Philadelphia Allergy Society has been given to Dr. 
George I. Blumstein, assistant professor of immu- 
nology at the Temple University Medical Center, 
for a paper written in conjunction with Dr. Henry 
Marx, of Fairborn, Ohio. The society presents the 
award annually to the paper deemed most worthy 
from the scientific point of view.-—Dr. Ernest A. 
Spiegel, professor of experimental and _ applied 
neurology, and Dr. Henry T. Wycis, clinical pro- 
fessor of neurosurgery, Temple University School 
of Medicine, attended the First International Con- 
gress of Neurological Sciences in Brussels, Belgium, 
recently, and participated in a special symposium 
devoted to stereotaxic operations in which they have 
pioneered. They reported on, “Principles and 
Methods of Stereoencephalotomy.” 


SOUTH DAKOTA 


Personal.—Dr. Magni Davidson has been appointed 
secretary of the South Dakota Board of Medical Ex- 
aminers, replacing Dr. Chester B. McVay.——Dr. 
George T. Jordan was presented a distinguished 
service award at the annual University of South 
Dakota Medical School Banquet recently. The 
award was in recognition of Dr. Jordan’s many years 
of service devoted to clinical instruction in the field 
of otolaryngology and ophthalmology. 


State Medical Election.—The following officers ot 
the South Dakota State Medical Association have 
been installed: Dr. M. M. Morrissey, Pierre, 
president; Dr. Arthur A. Lampert, Rapid City, 
president-elect; Dr. Robert A. Buchanan, Huron, 
vice-president; Dr. A. P. Reading, Marion, secretary- 
treasurer. 
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GENERAL 


Society News.—Officers of the National Medical As: 
sociation are as follows; Dr. Arthur M. Townsend Jr., 
St. Louis, president; Dr. Relliford $. Smith, Macon, 
Ga., president-elect; Dr. Leonidas Berry, Chicago, 
first vice-president; and Dr. John T. Givens, Nor- 
folk, Va., executive secretary. 


Personal.—Dr. Alfred L. Copley, formerly of New 
York City, has accepted a position as director of 
experimental research in vascular diseases at the 
new Medical Research Laboratories, Charing Cross 
Hospital, part of the University of London. Dr. 
Copley, an experimental physiologist, has been 
working since 1952 in Paris, France, at first as head 
of the Laboratory of Physiology at the International 
Children’s Center, and later as Chargé de Re- 
cherches of the Institut National dHygiéne. His 
work will be aided by a grant from the National 
Science Foundation, Washington, D. C. He will 
continue his investigations of the endothelium in 
relation to hemorrhage and of thrombosis and 
atherosclerosis. 


Award for Laryngology Research.—Establishment 
of the Gould Award for Research in Laryngology 
was announced at the recent International Voice 
Conference by Dr. William E. Gould, president, 
William and Harriet Gould Foundation for Medical 
Research. The first recipient is Dr. K. Faaborg- 
Andersen, for his electromyographic studies of the 
intrinsic laryngeal muscles in humans. The board of 
directors of the foundation has approved specific 
funds for this annual award to encourage basic 
larvngeal research. While these funds are accumu- 
lating, the amount of the annual prize has been set 
at $250. An international committee will be ap- 
pointed to draw up the regulations governing this 
award. For information write Dr. Hans V. Von 
Leden, Medical Director, William and Harriet Gould 
Foundation, 30 N. Michigan Ave., Chicago 2, Ill. 


Tuberculosis Research Fellowship.—The New York 
Tuberculosis and Health Association has announced 
that the James Alexander Miller Fellowship will be 
available tor the year starting July 1, 1958. This 
fellowship has been established by the association 
to assist a qualified investigator in medical or bio- 
logical sciences who will devote full time to a re- 
search project in tuberculosis or some related 
problem. Assurance must be provided that the ap- 
plicant will be acceptable in the laboratory or clinic 
of his choice and that he will be provided with the 
facilities necessary for the pursuit of the work. The 
annual stipend is $7,000. Consideration will be 
given to extension of the term of the fellowship at 
the end of the first vear. Applications should be 
submitted in duplicate by Nov. 1. Address: the 
James Alexander Miller Fellowship Committee, the 
New York Tuberculosis and Health Association, 
386 Fourth Ave., New York 16, N. Y. 


Vil 
195 


Vol. 165, No. 3 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. 24, 1957 


Aug. 2. 


“Paralytie 19565 
Area Type Total Total 
New England States 
Middle Atlantic States 
East North Central States 
West North Central States 
South Atlantie States 
Of Columble 4 7 
9 11 13 
wis 1 6 
East South Central States 
West South Central States 
ds 2 9 19 
Mountain States 
Pacific States 
‘Territories and Possessions 


Cirrhosis of the Liver.—The Metropolitan Life In- 
surance Company has reported that cirrhosis of the 
liver now ranks among the 10 leading causes of 
death in the United States. At ages 45-64, the only 
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diseases which outrank cirrhosis of the liver as a 
cause of death are heart disease, cancer, and cere- 
bral hemorrhage. In 1956 cirrhosis accounted for a 
total of about 18,000 deaths in the United States, 
about two-thirds of them among males. Cirrhosis 
of the liver shows marked geographic variations in 
its death rate, tending to be highest in the eastern 
industrial states and California, and lowest in the 
South and Southwest. Compared with a national 
average of 9.9 per 100,000 in 1950-1954, the death 
rate from the disease ranged from 3.7 in South 
Carolina to 18.5 in the District of Columbia. More 
than one-fourth of the deaths trom the disease are 
reported to be associated with alcoholism, but the 
reporting appears incomplete. Overweight adverse- 
ly influences the mortality from cirrhosis, according 
to insurance experience. A recent study among in- 
sured overweight men showed that the mortality 
from the disease was two and one-half times that of 
standard risks. 


Occupational Health Conference.—The first annual 
Western Occupational Health Conference will be 
held Oct. 4-6 at the Biltmore Hotel, Los Angeles. 
The program includes the following panel discus- - 
sions and moderators: 


Human Factors in Engineering, Craig L. Taylor, Ph.D., 
University of California, Los Angeles. 

Dermatological Problems in Industry, Dr. Harold Price, Los 
Angeles. 

Hazards, Hidden and Otherwise, Mr. Jack Shanahan, satety 
engineer, U.S. Electric Motors, Inc. 

Hiring the Handicapped Without Handicapping Industry, 
Dr. H. L. Herschensohn, medical director, Douglas Air- 
craft Co. 

Radiation in Industry, Dr. Birchard M. Brundage, medical 
department, North American Aviation Company. 

Emotional Probleins in Industry, Mrs. Marion Mayne, R. N., 
Los Angeles County Health Department. 


Guest speaker at the banquet Oct. 5 will be Mrs. 
Spencer Tracy, founder of the John Tracy Clinic. 
For information write Dr. A, C. Remington, West- 
ern Occupational Health Conference, 9851 Sepul- 
veda Blvd., Los Angeles 45, Calif. 


WEST VIRGINIA 

Personal.—Dr. John N. Rich, of Huntington, chief, 
clinical service, Veterans Administration, Hunting- 
ton, has been named superintendent of the Andrew 
S. Rowan Memorial Home at Sweet Springs. He 
succeeds Dr. Robert G. Blackwelder, of Marion, Va. 
Dr. Rich has served with the Veterans Administra- 
tion since 1946. Prior to that time he was a member 
of the staff of several hospitals in Philadelphia. 


University News.—Dr. Robert RK. Glover, professor 
of thoracic surgery, Temple University, Phila- 
delphia, will be the guest lecturer Oct. 20 at the 
auditorium of the Charleston General Hospital, 
Charleston. The lecture, “Diseases of the Coronary 
Arteries,” is being sponsored by the West Virginia 
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Chapter of the American College of Cardiology in 
conjunction with the graduate education depart- 
ment of the hospital. Dr. Harold L. Jellinek, Elkins, 
is chairman. All physicians are cordially invited. 
There is no registration fee. 


LATIN AMERICA 

Congress on Proctology.—The First International 
Congress on Proctology will be held Dec. 1-8, at 
Mar de la Plata, with headquarters at Hotel Pro- 
vincial. Topics on cancer of the colon and rectum 
and ulcerous colitis, each will occupy one day. 
Exhibits will be presented. Speakers from Brazil, 
Bolivia, Cuba, Chile, Paraguay, Uruguay, and 
Argentina, will also give presentations. The con- 
gress is organized by the Argentinean Society of 
Proctology. Information can be obtained from the 
Secretario General, Santa Fe 2843 (3/o0.), Buenos 
Aires, Argentina, or from the Secretary of the Con- 
gress in the U. S., Dr. Isio Faimberg Wassermann, 
c/o, M. O. Lilien, 60 W. 160 St., Apt. 8-B, New 
York City. 


Surgeons Meet in Mexico City.—The 17th Congress 
of the International Society of Surgery will be held 
Oct. 20-27 at the City University Medical School, 
Mexico City. Speakers from Italy, England, Rus- 
sia, Argentina, Switzerland, France, Spain, Mexico, 
and the U. S. will make presentations on the general 
subject, “Cancer,” including such topics as pre- 
cancerous lesions, chemotherapy, radiotherapy and 
isotopes, endocrinology, surgical treatment of metas- 
tases, mechanisms and treatment of pain, and can- 
cer as a social problem. Forums and discussion 
groups have been arranged. The surgical treatment 
of cancer of the stomach, liver, esophagus, tongue, 
rectum, breast, uterus, and spinal cord will be dis- 
cussed Oct. 22. Entertainment includes a_ bull 
fight, a concert, and a visit to the pyramids of 
Teotihuacan. A special ladies’ program is planned. 
For information write Prof. P. Martin, 141 Rue 
Belliard, Brussels, Belgium. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL Boarp or MepicaL Examiners: Part I. Various 
Centers, Sept. 3-4. Sec., Dr. John B. Hubbard, 133 South 
36th St., Philadelphia 4. 


MEDICAL SPECIALTY BOARDS 


AMERICAN Board OF ANESTHESIOLOGY: Oral, Washington, 
Oct. 28-Nov. 1. Various locations in the United States 
and Canada, July 18. Final date for filing application is 
Jan. 18. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 
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AMERICAN Boarp OF Oral. Baltimore, Oct. 
11-13. Final date for filing application was April 1. Sec., 
Dr. Beatrice Maher Kesten, One Haven Ave., New 
York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 21. 
Oral. Los Angeles, Sept. 11-14. Final date for filing ap- 
plications was Feb. 1. Exec. Sec., Dr. W. A. Werrell, 
1 West Main St., Madison 3, Wis. 

AMERICAN Board OF NEUROLOGICAL SurGcERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN Boarp OF OssteTrics AND GyNnecoLocy: Part I. 
Chicago, Jan. 2. Part Il. Chicago, May 7-17. Final date 
for filing application is September 1. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BoArp OF OpntTHALMOLOGY: Oral, Chicago, Oct. 
7-11. Written. January 1958. Final date for filing appli- 
cation was July 1. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Board oF Surcery: Parts I and 
Il, New York City, Jan. 29-31, 1958. Final date for filing 
application is August 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

AMERICAN Board OF OTOLARNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarb or PatHoLocy: Oral and Written. Patho- 
logic Anatomy and Clinical Pathology. New Orleans, 
Sept. 26-28. Final date for filing application is August 
15. Sec., Dr. Edward B. Smith, Indiana University Med- 
ical Center, Indianapolis 7. 

AMERICAN Boarp oF Prptatrics: Oral. Chicago, Oct. 
13. Sec., Dr. John Mck. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN Boanp or PLastic SurceRY: Oral and Written 
Examination. San Francisco, Oct. 31-Nov. 2. Final date 
for filing case reports was July 1. Corresponding Sec., 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN Boarp oF Preventive Mepicine: In Public 
Health. Oral and Written. Cleveland, Nov. 7-9. Sec., 
Dr. Thomas F. Whayne, 3438 Walnut St., Philadelphia. 

AMERICAN Boarp OF ProcroLtocy: Oral and Written. Parts 
I and II. September. Sec., Dr. Stuart T. Ross, 520 Frank- 
lin Ave., Garden City, N. Y. 

AMERICAN Boarp oF PsyCHIATRY AND NEUROLOGY: New 
York, Dec. 16-17. San Francisco, March 17-18. Sec., Dr. 
David A. Boyd, Jr., 102-110 Second Ave., $. W., Roches- 
ter Minn. 

AMERICAN Boanp or Rapiorocy: Washington, Sept. 23-28. 
Final date for filing application was June 1. Chicago, May 
20-24. Final date for filing application is Jan. 1, 1958. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN Boarp Or Surcery: Part II, Buttalo, Sept. 23-24; 
New Haven, Oct. 21-23; Indianapolis, Nov. 18-19; Cin- 
cinnati, Dec. 16-17; New Orleans, Jan. 13-14; Durham, 
N. Car., Feb. 10-11; Baltimore, March 10-11; Chicago, 
May 12-13; Los Angeles, June 16-17 and Portland, Ore- 
gon, June 20-21. Sec., Dr. John B. Flick, 22’ So. 15th St., 
Philadelphia 2. 

AMERICAN Boarp OF UrnoLtocy: Written examination. Vari- 
ous cities throughout the country. Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 
Minneapolis 16. 

Boarp or THorAcic SurGERY: Written. Various centers 
throughout the country, Sept. 6, and the closing date for 
registration was July 1, 1957. Sec., Dr. William H. Tuttle, 
1151 Taylor Ave., Detroit 2. 
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Novy, Frederick George, since 1935 dean emeritus 
and professor emeritus of bacteriology at the Uni- 
versity of Michigan Medical School, Ann Arbor, 
died at his home in Ann Arbor, Mich., Aug. 8, aged 
92. Dr. Novy was born in Chicago on Dec. 9, 1864. 
He studied at the Hygiene Institute in Berlin under 
Robert Koch and in Paris with Louis Pasteur. In 
1891 he received his M.D. degree from the Univer- 
sity of Michigan Department of Medicine and Sur- 
gery, Ann Arbor, and three years later he studied 
at the Prague Pathological Institute. In 1886 he 
joined the faculty of his alma mater as assistant in 
organic chemistry, subsequently becoming instruc- 
tor in hygienic and physiologic chemistry, assistant 
professor, and junior professor. From 1902 to 1935 
Dr. Novy was professor of bacteriology and director 
of the hygienic laboratory at the University of 
Michigan, where from 1933 to 1935 he was dean, 
and from 1930 to 1935 chairman of the executive 
committee. In 1937 at an official meeting of the 
representatives of the medical classes of the Univer- 
sity of Michigan, it was decided on behalf of the 
alumni of the medical school to initiate a ten-vear 
campaign for the endowment of a Frederick G. 
Novy Fellowship Fund for Research in Bacteriol- 
ogy. On Dec. 9, 1929, on his sixty-fifth birthday, 
Dr. Novy was presented a volume in which were 
individual greetings from scientists and friends 
throughout the world. On this occasion his former 
students, colleagues, and friends presented his por- 
trait to the university. In June, 1936, a committee 
of the American Association for the Advancement 
of Science unanimously selected Dr. Novy as the 
American scientist who had made outstanding con- 
tributions to science through researches with the 
use of the microscope. He was presented the 250,- 
000th miscroscope manufactured by the Bausch 
and Lomb Optical Company. The occasion marked 
the completion of 60 years in the manufacture of 
microscopes and commemorated the fiftieth anni- 
versary of Dr. Novy’s graduation from the Univer- 
sity. In April, 1931, resolutions were adopted by the 
Michigan Legislature citing his accomplishments 
and contributions to medicine and chemistry. In 
1927 he delivered the Russel Lecture at the Uni- 
versity of Michigan and in 1931 the Kober Lecture 
at Georgetown University in Washington, D. C. 
Dr. Novy was a charter member of the Council on 
Pharmacy and Chemistry of the American Medical 
Association, serving from 1905 to 1929, and in 1930 
was presented with the Gold Medal by the associa- 
tion for excellence of presentation of studies on 


@ Indicates Member of the American Medical Association. 


respiration and dissociation of micro-organisms. 
From 1897 to 1899 he was a member of the Michi- 
gan State Board of Health, and in 1901 a member 
of the United States Commission to Study Bubonic 
Plague. Dr. Novy was a Chevalier of the Legion 
of Honor; a member of the American Society for 
Experimental Pathology, National Academy of 
Sciences, and of the Order of the White Lion, 
Czechoslovakia; vice-president of the International 
Congress of Microbiology in London in 1936 and 
honorary president in New York in 1939; emeritus 
member and in 1936 vice-president of the American 
Academy of Tropical Medicine; honorary member 
and in 1898 vice-president of the Michigan Medical 
Society; a charter member of the Society of Ameri- 
can Bacteriologists and in 1904 president; honorary 
member and in 1924 president of the American 
Association of Immunologists; honorary fellow of 
the New York Academy of Medicine and Interna- 
tional College of Surgeons; an honorary member of 
the Harvey Society, Association of American Physi- 
cians, American Trudeau Society, Philadelphia 
Pathological Society, and the Detroit Academy of 
Medicine; an associate member of the Société Roy- 
ale des Sciences Médicales et Naturelles, Brussels, 
Belgium; a corresponding member of the Société 
de Biologie, Paris. He received honorary LL.D. 
degrees from the University of Cincinnati in 1920 
and the University of Michigan in 1936. An out- 
standing American bacteriologist, Dr. Novy isolated 
a parasite known as Clostridium Novyi, also known 
as Novy’s bacillus. Dr. Novy was the author of 
“Cocaine and Its Derivatives,” “Laboratory Work 
in Bacteriology,” and “Laboratory Work in Physio- 
logical Chemistry.” He was the joint author with 
Dr. V. C. Vaughan of “Cellular Toxins” and an 
advisory editor of The Journal of Infectious Dis- 
eases. He was a major contributor to the growth of 
the science of bacteriology in this country. In 1903, 
he established the first anti-rabies station in the 
United States. He was credited with establishing 
the pattern for the differentiation of strains within 
species of bacteria on the basis of immunologic 
reaction. Among the first to demonstrate an ana- 
phylotoxin, later recognized as histamine. Dr. Novy 
laid considerable groundwork for tater develop- 
ments with antihistamines. 


De Buys, Laurence Richard, New Orleans; born in 
New Orleans Nov. 12, 1878; Medical Department 
of Tulane University of Louisiana, New Orleans, 
1904; past vice-chairman and chairman, Section on 
Diseases of Children, and formerly member of the 
House of Delegates of the American Medical Asso- 
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ciation, of which he was an associate member; 


member and at one time vice-president of the 
American Pediatric Society; one of the organizers 
and past-president and vice-president of the Ameri- 
can Academy of Pediatrics; past-secretary and vice- 
president of the Orleans Parish Medical Society; 
past-secretary treasurer of the Louisiana State 
Medical Society; past-president and at one time 
secretary of the Association of American Teachers 
of the Diseases of Children; past-treasurer, presi- 
dent, and councilor of the American Association of 
Medical Milk Commissions; appointed by Presi- 
dent Herbert Hoover a member of original White 
House Conference on Child Health and Protection; 
first president of the Louisiana State Pediatric So- 
ciety; an honorary member of the Endocrine So- 
ciety; a delegate from the United States to the 
International Pediatric Congress in Stockholm, 
Sweden, in August, 1930, and was appointed dele- 
gate to pediatric conferences in leading cities of 
Europe and the United States; specialist certified 
by the American Board of Pediatrics; at one time 
on the faculty of his alma mater; for many years 
affiliated with the Touro Infirmary; formerly on the 
editorial board of the American Journal of Diseases 
of Children: died June 20, aged 78, of a heart attack. 


Barron, Eleazar §. Guzman, Chicago; born in Lima, 
Peru, Sept. 18, 1898; Universidad, Mayor de San 
Marcos de Lima Facultad de Medicina, Peru, 1922: 
studied in Strasbourg and Paris, France, as a Peru- 
vian government fellow; professor of medicine at 
the University of Chicago, The School of Medicine, 
where he was first appointed in 1930; member of the 
Association of American Physicians and the Ameri- 
can Society of Clinical Investigation; during World 
War II did scientific research for the Atomic Energy 
Commission; a distinguished investigator in bio- 
chemistry, later worked largely on the action of 
enzymes and cell structure and studied the effect of 
radiation on enzymes and cell structure; a trustee 
of the Marine Biological Laboratories, Woods Hole, 
Mass.; died in the Albert Merritt Billings Hospital 
June 25, aged 58, of cancer. 


Driskell, Simon Eugene, Jacksonville, Fla.; born 
June 1, 1888; Memphis (Tenn.) Hospital Medical 
College, 1912; member of the Florida Medical As- 
sociation; past-president of the Duval County Med- 
ical Society; served as member and president of 
the state board of medical examiners; veteran of 
World War I; for many years consultant to the 
U.S. Public Health Service; chairman of the Duval 
County Examining Committee; member of the 
Duval County Lunacy Commission; formerly resi- 
dent physician at the Florida State Prison Hospital! 
in Raitord; served on the staffs of St. Luke's Hos- 
pital and the Duval Medical Center; died July 5, 
aged 69, of acute coronary thrombosis, arterio- 
sclerotic heart disease, and uremia due to chronic 
pyelonephritis. 


J.A.M.A., Sept. 21, 1957 


Leopold, Simon Stein * Philadelphia; born in Phila- 
delphia March 21, 1892; University of Pennsylvania 
School of Medicine, Philadelphia, 1914; professor 
of clinical medicine at his alma mater and associate 
professor of medicine at the University of Pennsyl- 
vania Graduate School of Medicine; specialist cer- 
tified by the American Board of Internal Medicine; 
member of the American Trudeau Society and the 
American Academy of Allergy; fellow of the Ameri- 
can College of Physicians; formerly vice-president 
of the Philadelphia County Medical Society; vet- 
eran of World War I, author of “Principles and 
Methods of Physical Diagnosis’; associated with 
the Hospital of the University of Pennsylvania, 
where he died July 13, aged 65, of cerebral hemor- 
rhage. 


Morse, Charles Frederick, Colonel, U. S. Army, 
retired, San Francisco; born Sept. 29, 1874; Univer- 
sity of Vermont College of Medicine, Burlington, 
1896; service member of the American Medical As- 
sociation; fellow of the American College of Sur- 
geons; began his military career in June 1902, when 
he was appointed a contract surgeon and _ served 
continuously in all commissioned grades; promoted 
to colonel in 1928; veteran of the Spanish-American 
War; awarded the Distinguished Service Medal for 
his exceptional services and devotion to duty during 
World War I; was decorated by the Japanese gov- 
ernment for his services after the earthquake; re- 
tired Sept. 30, 1934; died May 23, aged 82, of 
carcinoma of the prostate and urinary bladder with 
visceral metastases. 


Erickson, Arvid Waldemar * Ishpeming, Mich.; 
University of Michigan Medical School, Ann Arbor, 
1918: veteran of World War I; member of the 
American Academy of General Practice and the 
Industrial Medical Association; for many years on 
the staff of the Francis A. Bell Memorial Hospital, 
where he died June 25, aged 64, of coronary occlu- 
sion. 


Firestone, Abraham, New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1924; died in the Mount Sinai Hos- 
pital June 6, aged 57. 


FitzGibbon, Thomas Grattan, Deadwood, S. D.; 
Creighton University School of Medicine, Omaha, 
1924; certified by the National Board of Medical 
Examiners; member of the South Dakota State 
Medical Association; veteran of World Wars I and 
Il; died in Long Beach, Calit., June 29, aged 62, 
of cerebral hemorrhage. 


Foster, Samuel Thomas * Adel, lowa; Northwestern 
University Medical School, Chicago, 1918; certified 
by the National Board of Medical Examiners; for 
many years county physician; died in Dexter June 
26, aged 84, of myocardial failure and cardiovascu- 
lar renal disease. 
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Geiger, Hugh St. Clair, Kissimmee, Fla.; Jefferson 
Medical College of Philadelphia, 1911; an associate 
member of the American Medical Association; vet- 
eran of World War I; died in Kissimmee Hospital 
July 6, aged 71. 


Gevurtz, William Sanders * Los Angeles; Univer- 
sity of Oregon Medical School, Portland, 1937; 
formerly an officer in the U. S. Navy; veteran of 
World War II; president of the Southeast Branch 
of the Los Angeles County Medical Society; on the 
staff of St. Francis Hospital, Lynwood, Calif., died 
Julv 3, aged 46, of coronary thrombosis. 


Gilcher Frederic Charles, Cherry Plain, N. Y.; Uni- 
versity of Michigan Homeopathic Medical School, 
Ann Arbor, 1896; formerly practiced in Tiffin, Ohio; 
died July 1, aged 83, of diabetes mellitus. 


Glasscock, John Frederick, Sonora, Ky.; Hospital 
College of Medicine, Louisville, 1901; on the staff 
of the Hardin Memorial Hospital, Elizabethtown; 
died in the Kentucky Baptist Hospital, Louisville, 
July 2, aged 77, of monilia pneumonia with terminal 
uremia. 


Griffin, James Burnie, St. Augustine, Fla.; the 
Hahnemann Medical College and Hospital, Chi- 
cago, 1909; veteran of World War I; died in 
Flagler Hospital April 24, aged 73, of cerebral 
hemorrhage. 


Griffin, Thomas Robbin, St. Petersburg, Fla.; Medi- 
cal College of Ohio, Cincinnati, 1900; an associate 
member of the American Medical Association; past- 
president of the Pinellas County Medical Society: 
veteran of World War |; on the staffs of the Ameri- 
can Legion Hospital for Crippled Children, Mound 
Park, and St. Anthony's hospitals; died in Danville, 
Ky., July 20, aged 77, of congestive heart failure. 


Hallock, Roscoe Scott * Cleveland; University of 
Wooster Medical Department, Cleveland, 1909; 
served on the staffs of University, St. Alexis, and 
Marymount hospitals; on the courtesy staff of St. 
Luke’s Hospital, where he died June 23, aged 76, 
of arteriosclerotic heart disease, chronic aortic 
stenosis, and congestive heart failure. 


Harrington, John Jay, Chautauqua, N. Y.; Univer- 
sity of Pennsylvania Department of Medicine, 
Philadelphia, 1903; veteran of World War I; at one 
time on the staff of the Columbus (Ohio) State Hos- 
pital; life fellow of the American Psychiatric Asso- 
ciation; died in Westerville, Ohio, June 21, aged 
78, of coronary thrombosis. 


Hatfield, David Davis, St. Petersburg, Fla.; Univer- 
sity of Louisville (Ky.) Medical Department, 1908; 
an associate member of the American Medical 
Association; member of the West Virginia State 
Medical Association; died June 15, aged 74, of 
coronary thrombosis. 
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Head, Robert William, Oklahoma City, Okla.; Uni- 
versity of Oklahoma School of Medicine, Oklahoma 
City, 1948; served as health officer of McCurtain 
and Chocktaw counties; died in June, aged 33. 


Horton, Childs Clinton * Pendleton, $. C.; Emory 
University School of Medicine, Atlanta, 1915; on 
the staff of the Anderson County Memorial Hospital 
in Anderson; died in Denver, Colo., June 27, aged 
66, of coronary thrombosis. 


Houser, William A.. Durant, Okla.; \emphis 
(Tenn.) Hospital Medical College, 1893; died June 
26, aged 86. 


Jenkins, Paul Butler, Binghamton, N. Y.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1917; fellow of the American College of 
Surgeons; veteran of World War | and World War 
Il; on the staffs of the Binghamton State Hospital, 
Our Lady of Lourdes Memorial Hospital, and the 
Binghamton City Hospital, where he died June 2S. 
aged 63, of coronary thrombosis. 


Johnson. Detlof Emmanuel, South St. Paul, Minn.; 
University of Minnesota Medical School, Minne- 
apolis, 1929; formerly city physician in St. Paul; 
served on the staff of St. John’s Hospital in St. Paul, 
where he died June 30, aged 55. 


Kalson, Abraham Maurice * Eric, Pa.; University 
of Cincinnati College of Medicine, 1916; on the 
courtesy staff, Hamot Hospital, where he died July 
2. aged 64, of coronary thrombosis following repair 
of hernia. 


Kane, Robert Leonidas * Herrin, Ill.; St. Louis 
University School of Medicine, 1910; on the staff 
of the Herrin Hospital; died July 8, aged 72, of 
uremia. 


Kelly. William Morrice * Indianapolis; Indiana 
University School of Medicine, Indianapolis, 1942; 
member of the American Academy of General 
Practice; veteran of World War IL, associated with 
the Community Hospital, where he died July 7, 
aged 39, of congestive heart failure and periarteritis 
nodosa. 


Knowles, Henry Lowry, Peoria, Ill.; College of 
Medivine and Surgery (Physio-Medical) Chicago. 
1903; died May 13, aged $0. 

Kutnewsky, John Knox, Evanston, Il.; Rush Medi- 


cal College, Chicago, 1882; died in the Highland 
Park (Ill.) Hospital May 31, aged 99. 


Kvitrud, Gilbert * St. Paul; University of Minnesota 
Medical School, Minneapolis, 1914; specialist certi- 
fied by the American Board of Pathology; member 
of the College of American. Pathologists and the 
American Society of Clinical Pathologists; on the 
staffs of the Mound Park Hospital and Midway 
Hospital, where he died May 3, aged 75. 
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Langlois, William Edward, Worcester, Mass.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1895; for many years school physi- 
cian; died in St. Vincent Hospital July 5, aged 85, 
of chronic nephrosclerosis and uremia. 


Lapp, Henry Clarence, North Tonawanda, N. Y.; 
University of Vermont College of Medicine, Bur- 
lington, S97; served as citv health officer and as 
county coroner; on the staff of the DeGraff Me- 
morial Hospital; died June 29, aged $4, of coronary 
disease. 


Lawrence, Frederic Mortimer, Carlisle, Pa.,; Hahne- 
mann Medical Coilege and Hospital of Philadel- 
phia, 1894; died in the Carlisle Hospital July 3, 
aved 85, of arteriosclerotic heart disease. 


Lee, George Francis, Santa Clara, Calif.; Denver 
and Gross College of Medicine, Denver, 1909; 
veteran of World War Il, died in the Letterman 
Army Hospital, San Francisco, June 1, aged 70, of 
bronchopneumonia and cirrhosis of the liver. 


Lischer, Robert Franklin * \lascoutah, [l.; Wash- 
ington University School of Medicine, St. Louis, 
1904; served on the staff of St. Elizabeth's Hospital 
in Belleville, where he died July 6, aged 83, of cere- 
bral thrombosis and arteriosclerosis. 


McBryde, Stewart * Arlington, Va.; Medical Col- 
lege of Virginia, Richmond, 1912; served overseas 
during World War I; on the staff of the Arlington 
Hospital; died July 10, aged 70, of congestive heart 
disease. 


McCalip, William Davis * Yazoo City, Miss.; Louis- 
ville (Kv. ) Medical College, 1897; veteran of World 
War I; died in the King’s Daughters’ Hospital June 
26, aged 80, of diabetes mellitus and coronary de- 
compensation. 


McCutcheon, Merle D’Aubigne * East Liverpool, 
Ohio; College of Physicians and Surgeons, Balti- 
more, 1908; member of the Radiological Society of 
North America; veteran of World War I; associated 
with the East Liverpool City Hospital; died June 
26, aged 72, of cancer. 


McEntee, Edward James, Brooklyn; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1901; an associate member of the Ameri- 
can Medical Association; tellow of the American 
College of Surgeons; for many years on the staff of 
St. Catherine's Hospital; died July 9, aged 77. 


McNeel, John Osborne * St. Louis; University of 
Virginia Department of Medicine, Charlottesville, 
1935; veteran of World War I; resigned from the 
U. S. Public Health Service Aug. 16, 1940; on the 
staff of Jewish Hospital; accidentally drowned June 
19, aged 48. 


J.A.M.A., Sept. 21, 1957 


Markley, Josiah Preston, Laramie, Wyo.; University 
of Pennsylvania Department of Medicine, Philadel- 
phia, 1908; veteran of World War I; died in the 
Veterans Administration Hospital, Cheyenne, May 
20, aged 78. 


Martin, Cecil Edward * Emporia, Va.; University 
College of Medicine, Richmond, 1909; died in the 
Roanoke Rapids (N. C.) Hospital May 25, aged 77, 


of coronary thrombosis. 


Martin, Roy David, Grand Island, Neb.; University 
of Nebraska College of Medicine, Omaha, 1911; 
specialist certified by the American Board of Oto- 
larvngology; member of the American Academy of 
Ophthalmology and Otolaryngology; served on 
the staffs of the Grand Island Lutheran and _ St. 
Francis hospitals; diea July 1, aged 72. 


Martvn, George, Los Angeles; Licentiate in Medi- 
cine, Surgery and Midwifery of the Apothecaries’ 
Society, 1892; L. R. C. P., of London, and M. R. 
C. S., of England, 1893: an associate member of 
the American Medical Association; died April 29, 
aged 8S, of cerebral arteriosclerosis and thrombosis. 


Melvin, Alexis Merritt * South Miami, Fla.; Jefter- 
son Medical College of Philadelphia, 1904; served 
in France during World War I; died June 18, aged 
76, of arteriosclerotic heart disease. 


Menkel, Herman Carl, \icMinnville, Ore.; Denver 
College of Physicians and Surgeons, 1906; for many 
vears a medical missionary in India; died June 30, 
aged 82. 


Mercer, Eugene LeRoy, Swarthmore, Pa.; Univer- 
sity of Pennsylvania School of Medicine, Phila- 
delphia, 1913; served as director of athletics and 
coach, Swarthmore ( Pa.) College; formerly dean 
of the department of physical education at the 
University of Pennsylvania Philadelphia; died in 
the University Hospital, Philadelphia, July 2, 
aged 68. 


Minassian, Harootune Avedis * Des \loines, lowa; 
Bellevue Hospital Medical College, New York City, 
1887; died June 26, aged 89, of heart disease. 


Moore, Moore Sr. * Memphis, Tenn.; \lemphis 
(Tenn.) Hospital Medical College, 1898; fellow of 
the American College of Surgeons; for many years 
chief of staff, Home for Incurables; consultant, 
Methodist Hospital, where he died June 28, aged 
80, of cerebral thrombosis. 


Murphy, Edgar Watson * New Albany, Ind.; Uni- 
versity of Louisville (Ky.) School of Medicine, 1931; 
died April 6, aged 55, of acute myocardial infare- 
tion. 


Parker, Samuel Thomas, Pharr, Texas; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1910; died July 2, aged 70, of uremia. 
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Perry, Richard Wilbert * Seattle; Trinity Medical 
College, Toronto, Ontario, Canada, 1897; L. R. 
C. P., of Edinburgh, L. R. C. S., of Edinburgh and 
L. R. F. P. & S., of Glasgow, 1900; past-president 
of the King County Medical Society; charter mem- 
ber and past-president of the Puget Sound Academy 
of Ophthalmology and Otolaryngology; past-presi- 
dent of the Seattle Academy of Surgeons; veteran 
of World War I, died July 9, aged 82, of cancer. 


Pyle, Jesse N., Dallas, Texas; Barnes Medical Col- 
lege, St. Louis, 1906; died July 2, aged 85, of cere- 
bral thrombosis. 


Rainey, Louise G., New York City; Laura Memorial 
Woman’s Medical College, Cincinnati, 1902; died 
May 9, aged 89. 


Rankin, Claude Bernard, Monticello, Ky.; Hospital 
College of Medicine, Louisville, 1898; died June 11, 
aged 86, of a heart attack. 


Reineke, George F. * New Ulm, Minn.; University 
of Minnesota College of Homeopathic Medicine 
and Surgery, Minneapolis, 1896; specialist certified 
by the American Board of Otolaryngology; served 
on the staffs of the Loretto and Union hospitals; 
died May 21, aged 86, of coronary thrombosis. 


Rejent, Anthony Joseph, Toledo, Ohio; St. Louis 
University School of Medicine, 1921; fellow of the 
American College of Physicians; on the staff of St. 
Vincent’s Hospital, where he died June 23, aged 60, 
of coronary thrombosis. 


Roach, Richard Aloysius, Santa Monica, Calif.; 
Northwestern University Medical School, Chicago, 
1906; died in Los Angeles, June 28, aged 73, of 
uremia, hypertensive heart disease, and interstitial 
nephritis. 


Robinson, Charles Irwin, Lakeland, Fla.; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1910; died May 2, aged 75. 


Russell, Thomas J. * Philadelphia; University of 
Maryland School of Medicine, Baltimore, 1910; 
died July 11, aged 71. 


Schatz, Francis John * St. Cloud, Minn.; Jefferson 
Medical College of Philadelphia, 1909; died May 
20, aged 74, of coronary occlusion. 


Schrade, Joseph Patrick, New York City; Long Is- 
land College of Medicine, Brooklyn, 1940; veteran 
of World War II; died in the Veterans Administra- 
tion Hospital June 28, aged 44. 


Schwartz, Abraham S., New York City; Long Island 
College Hospital, Brooklyn, 1906; an associate 
member of the American Medical Association; died 
in the Manhattan Eye, Ear, and Throat Hospital, 
June 16, aged 81. 
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Sherwood, George Edward ® Kimball, Minn.; Uni- 
versity of Minnesota College of Medicine and Sur- 
gery, Minneapolis, 1894; past-president of the 
Stearns-Benton Counties Medical Society; vice- 
president and director of the State Bank of Kimball; 
served on the staffs of the Meeker County Memorial 
Hospital in Litchfield and St. Cloud (Minn.) Hos- 
pital, where he died July 5, aged 85, of bilatera' 
pneumonia. 


Silver, H. Fletcher * Goldsboro, Md.; Baltimore 
Medical College, 1896; died in the Memorial Hos- 
pital, Easton, May 5, of carcinoma of the prostate. 


Sivertsen, Andrew, Minneapolis; \Mlarquette Univer- 
sity School of Medicine, Milwaukee, 1916; an asso- 
ciate member of the American Medical Association: 
died in St. Barnabas Hospital June 8, aged 77, of 
coronary thrombosis. 


Skwor, Charles James * Mishicot, Wis.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1908; died 
June 20, aged 77. 


Smith, James Bathurst Jr., Keysville, Va.; Medical 
College of Virginia, Richmond, 1926; died April 
22, aged 57. 


Sogge, Ludwig L. * Windom, Minn.; University of 
Minnesota College of Medicine and Surgery, 
Minneapolis, 1905; past-president of the Minnesota 
State Medical Association; died July 2, aged 78, of 
carcinoma of the lungs. 


Storey, Charles Arthur, Pasadena, Calif.; University 
of Wooster Medical Department, Cleveland, 1882; 
died July 17, aged 92. 


Stratton, John Newton * Safford, Ariz.; South- 
western University Medical College, Dallas, Texas, 
1907; died in the Tucson Medical Center, Tucson, 
June 25, aged 79, of pulmonary edema and arteric- 
sclerotic heart disease. 


Svec, Floyd Alfred * Los Angeles; Northwest... 
University Medical School, Chicago, 1945; interned 
at the Wesley Memorial Hospital, where he served 
a residency; served in the U.S. Naval Reserve and 
the U. S. Army Reserve; instructor in medicine, 
University of Southern California School of Medi- 
cine; on the staffs of the California Lutheran and 
Los Angeles General hospitals; died in Newhall, 
Calif., July 7, aged 40, in a traffic accident. 


Taylor, Jay Richard, Brooklyn; University of Penn- 
sylvania Department of Medicine, Philadelphia, 
1878; died in the Kings County Hospital June 15, 
aged 100, of bronchopneumonia, pyelonephritis, 
and emphysema. 


Taylor, John Edwin Marvin, Sparkman, Ark.; Uni- 
versity of Arkansas School of Medicine, Little Rock, 
1912; member of the American Academy of General 
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Practice and the Arkansas Medical Society; for 
many years secretary of the school board and mem- 
ber of the city council; died in Little Rock July 3, 
aged 72, of cerebral hemorrhage. 


Taylor, Septimus Theodore, Alexandria, La.; Louis- 
ville (Ky.) Medical College, 1902; service member 
of the American Medical Association; veteran of 
World War I; for many years associated with Vet- 
erans Administration, retiring in June, 1949; died 
June 26, aged 78. 


Terry, Elmer Clayton, Washington, D. C.; Howard 
University College of Medicine, Washington, 1916; 
served on the faculty of his alma mater; on the staff 
of the Freedmen’s Hospital; died July 9, aged 70, of 
heart failure. 


Thomas, Joseph Turner, Detroit; Meharry Medical 
College, Nashville, Tenn., 1905; veteran of the 
Spanish-American War; died June 13, aged 82. 


Thompson, Leland Alexander * Springer, N. M.; 
University of Tennessee Medical Department, 
Nashville, 1908; died June 24, aged 77. 


Tinsley, Will Houston * Gonzales, Texas; Vander- 
bilt University School of Medicine, Nashville, 
Tenn., 1943; veteran of World War II; died March 
28, aged 37, of acute coronary occlusion. 


Treglown, Llewellyn Henry, Livingston, Wis.; 
Keokuk (la.) Medical College, 1897; died March 
13, aged 83. 


Trimble, Staunton, Burnsville, W. Va.; Baltimore 
Medical College, 1908; died in Weston July 5, aged 
74. 


Vail, William Penn, Blairstown, N. J.; University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1906; veteran of World War I, died in the 
Newton (N. J.) Memorial Hospital June 22, aged 
77, of rupture of an aneurysm and arteriosclerosis. 


Valentine, Richard Ellis * Tallula, [l.; Louisville 
(Ky.) Medical College, 1904; veteran of World War 
I: died in the Illinois Soldiers’ and Sailors’ Home, 
Quincy, June 13, aged 76, of terminal pneumonia. 


Van Metre, Richard Thompson, Fremont, Neb.; 
State University of lowa College of Medicine, lowa 
City, 1905; an associate member of the American 
Medical Association; died in Bradenton, Fla., June 
13, aged 77, of cerebral hemorrhage. 


Vass, Rufus Samuel, Raleigh, N. C.; Leonard Med- 
ical School, Raleigh, 1912; served on the staff of 
St. Agnes Hospital; died June 8, aged 70. 


Visanska, Samuel A. * Atlanta, Ga.; Medical Col- 
lege of the State of South Carolina, Charleston, 
1894; died July 18, aged 88, of a heart attack. 
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Weeks, Joseph Clayton Jr., Lake City, Fla.; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1932; health officer of Columbia, Gilchrist, and 
Hamilton counties; veteran of World War II; died 
June 29, aged 49. 


Weitzel, William Forrest, Indiana, Pa.; Baltimore 
Medical College, 1903; an associate member of the 
American Medical Association; died in the Presby- 
terian Hospital, Pittsburgh, June 2, aged 79, of 
pneumonia. 


Winton, Sigmund Samuel * Chicago; University of 
Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1939; specialist certified by the American 
Board of Internal Medicine; member of the Amer- 
ican College of Cardiology; on the staffs of the 
Columbus Memorial, Weiss Memorial, and Michael 
Reese hospitals; died July 27, aged 47, of myocar- 
dial infarction, coronary thrombosis, and coronary 
arteriosclerosis. 


White, Henry Clay, Covington, Ky.; Medical Col- 
lege of Ohio, Cincinnati, 1897; veteran of World 
War I; for many years health officer of Kenton 
County; died in the Veterans Administration Hos- 
pital, Cincinnati, June 29, aged 83. 


White, Luther Alexander, Brooklyn; Howard Uni- 
versity College of Medicine, Washington, D. C., 
1925; veteran of World War I; died May 29, 
aged 67. 


Williams, Frederic Nathaniel ® Mount Vernon, 
Ind.; University of Louisville (Ky.) Medical Depart- 
ment, 1911; veteran of the Spanish-American War 
and World War I; died in the Welborn Memorial 
Baptist Hospital, Evansville, May 15, aged 79, of 
carcinoma of the duodenum with massive hemor- 
rhage. 


Williams, Sara Angela Mulvanity, Yonkers, N. Y.; 
Tufts College Medical School, Boston, 1908; died 


June 17, aged 71, of coronary occlusion. 


Wilson, Isaac M., Sunset, Texas; Memphis (Tenn.) 
Hospital Medical College, 1900; died in Bowie 
May 1, aged 83. 


Yawger, Nathaniel Shurtz * Philadelphia; Univer- 
sity of Pennsylvania Medical Department, Phila- 
delphia, 1898; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; died June 2, 
aged 84, of a cerebral vascular accident. 


Young, Edward V. J. * Chicago; Illinois Medical 
College, Chicago, 1910; died in the Passavant Me- 
morial Hospital July 8, aged 72, of pulmonary 
embolism. 
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Adenocarcinoma of the Uterus.—A. Dass (J. Obst. 
& Gynec. India 7:4 [June] 1957) studied 22 patients 
with adenocarcinoma of the body of the uterus, half 
of whom fell in the age group 41 to 50 years. Thus 
here it appears in a younger age group than in the 
West. In eight of the patients in this series meno- 
pause had not occurred, although malignancy of the 
uterus is a disease of the postmenopausal age. This 
may be accounted for by the younger age group. 
The prognosis in younger patients is not necessarily 
worse than that in older patients. No rapid spread 
of the growth was noticed in the young patients, 
and they constituted better operative risks. All the 
patients were married except one; 10 were nullipar- 
ous. Irregular bleeding was the main symptom for 
which patients came to the hospital, it being present 
in 21. Several of these patients did not come to the 
hospital till about two years after the onset of the 
symptoms. 

Of 755 patients subjected to curettage for irregu- 
lar uterine bleeding in the four-year period of this 
study, 36 showed evidence of endometrial cancer. 
Obesity, diabetes, and hypertension were not com- 
monly associated with adenocarcinoma of the uter- 
us, as reported by others. The only constant feature 
that was repeatedly observed was the high incidence 
of either absolute or relative sterility, In one patient 
a diagnosis of metropathia haemorrhagica was made 
on curettage; later the patient was found to have 
malignancy of the uterus. Another patient had mul- 
tiple fibromyomas with associated adenocarcinoma. 
Resection followed by irradiation was performed 
whenever possible in this series on 14 patients. Six 
patients were given preoperative deep x-ray therapy 
because of the presence of extreme sepsis in a growth 
protruding from the cervix. The effect of preopera- 
tive irradiation was striking in these patients, No 
adenocarcinoma of the uterus should be considered 
too advanced for treatment unless secondary metas- 
tases have developed. Four patients had irradiation 
only, as they were considered to be poor operative 
risks. No recurrence was observed after operation, 
although it is too early to assess the end-results. 


Serum Proteins.—A. Kumar and co-workers (Indian 
J. M. Se. 11:6 [June] 1957) made electrophoretic 
analyses of the serum proteins in 72 normal subjects 
ranging in age from 20 to 52 years. There were 53 
men and 19 women, 34 of the men being profes- 
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sional blood donors coming from a poorer class of 
society. The hemoglobin value was above 13.5 Gm. 
per 100 ml. in each case. The value for the mean 
total serum proteins was 7.27 Gm. per 100 ml. with 
a very narrow range of variation. The albumin- 
globulin ratio varied from 4.95 to 0.95 with a mean 
of 1.70. The gamma-globulin was the highest of all 
the various globulin fractions. The values for gamma- 
globulin were significantly higher than those re- 
ported for Europeans and Americans. No significant 
difference was Observed in the values of total serum 
proteins in the two sexes and in the men of differ- 
ent economic groups. The different protein moieties 
also did not show any appreciable difference in the 
Various groups. 


Poliomyelitis.—C. P. Tiwari (Indian Practitioner, 
June, 1957) studied 100 patients with paralytic 
poliomyelitis. The disease was more common in 
males (63%) than in females. Seventy-three of the 
patients were under 5 years of age. The onset of the 
disease was determined from the history, Thus in 
89 patients it was judged by such symptoms as fever 
associated with paralysis, and in 8 it was suspected 
because of weakness in the lower limbs. One patient 
reported within one week of the onset of paralysis, 
but another did not report until 25 years after the 
onset. The most common presenting symptom was 
paralysis, Forty-three patients came to the hospital 
because of paralysis, but 46 reported only after such 
sequelae of paralysis as deformities and shortening 
had appeared. Inability to walk after 2 years of age 
was the complaint for which eight children were 
brought to the hospital. Three cases were detected 
incidentally during clinical examination for an un- 
related complaint. Though the disease was present 
in all strata of society, deformities and contractures 
were more common in patients of the lower class. 
The lower extremity was involved in 80 patients, and 
in many of these the involvement was_ bilateral. 
There was a preponderance of involvement on the 
left side in both upper and lower extremities, Fixed 
deformities were observed in most patients. Some 
did not develop deformities either because of early 
treatment or because of total paralysis of muscles 
resulting in a flail joint. 


Rheumatoid Arthritis—Gour and Dutta (J. Indian 
M. A. 29:2 [July 16] 1957) studied 160 patients with 
rheumatoid arthritis of whom 65% were between 21 
and 35 years of age. In the entire series, 36 were 
men and 124 were women. Swelling of interphalan- 
geal and metacarpal joints was a common finding. 
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The wrist, ankle, and elbow were also commonly 
involved. Fibrous ankylosis was present in four 
patients. Wasting of muscles was found in 108. The 
erythrocyte count and hemoglobin level were gen- 
erally low. The leukocyte counts varied from 4,300 
to 11,200 per cubic millimeter. Lymphocytes pre- 
dominated in 116 patients and polymorphonuclear 
cells in 44. The sedimentation rate was invariably 
increased, Estimation of plasma proteins showed 
hypoproteinemia in 23 patients; in 36 the globulin 
level was increased and the albumin level was de- 
creased. Salicylates, Irgapyrine (equal parts phenyl- 
butazone and aminopyrine ), autohemotherapy, and 
gold injections were given to 142 patients with 
not very encouraging results; 9 were treated with 
injections of placental serum, 7 with injections of 
serum from pregnant women, and 2 were given cor- 
ticotropin and cortisone. The serum injections were 
given in doses of 6 or 7 cc. intramuscularly twice a 
week mixed with penicillin to prevent infection. 
There was definite clinical improvement after 
these injections; this was, however, not sustained 
unless the injections were continued for five or six 
months. The sedimentation rate came down appreci- 
ably, but the roentgenograms showed no change in 
spite of the clinical improvement. No untoward 
effects were seen. 


Aortic Changes in Malnutrition.—Sriramachari and 
Gopalan (Indian J. M. Sc. 11:6 [June] 1957) studied 
the changes in the cardiovascular system of monkeys 
in which protein malnutrition was induced, Degen- 
erative changes in the aorta characterized by mucoid 
degeneration of the tunica media of the aorta were 
observed in five of eight animals. The outstanding 
features were breaking up of the elastic fibers, depo- 
sition of metachromatic material (mucoid) in the 
interstitial spaces, and an abnormal increase in the 
calcium content. These changes resembled the 
changes observed by others during aging, hypo- 
thyroidism of long duration, and in experimental 
pyridoxin deficiency. In animals with such degener- 
ative changes, the thyroid gland showed changes 
suggestive of hypothyroidism. Atherosclerotic lesions 
were not observed in any of these animals. The 
incidence of degenerative atherosclerotic changes as 
against atherosclerosis in malnourished persons 
should be investigated. 


PERU 


The Endometrium of Sterile Women.—A histochemi- 
cal study of the endometrium of 43 sterile married 
women between 22 and 40 years of age was carried 
out by Mezzadra and co-workers (Geniceologia y 
Obsttetricia, vol. 3, no. 1, March, 1957). The histo- 
chemical and morphologic characteristics of about 
400 samples of endometrium were examined for 
their glycogen, mucus, alkaline phosphatase, muco- 
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protein, and mucopolysaccharide content. In order 
to prevent inaccuracies in the results, the patients 
were given no local or hormonal treatment. Endo- 
metrial biopsy was performed within the 24 hours 
before menstruation. In 14 patients the endometri- 
um revealed an insufficient secretion phase and in 
7 an anovular cycle. Glycogen, mucopolysaccha- 
rides, and mucoprotein levels were normal in 
amount and distribution in relation to the time of 
the menstrual cycle, but the alkaline phosphotase 
level in both the glands and the vessels was frankly 
diminished. 


UNITED KINGDOM 


Treatment of Sickle-cell Anemia.—Sickle-cell ane- 
mia, which is inherited and has a poor prognosis, 
is due to a defect in the oxygenation of the hemoglo- 
bin, which, when deprived of its oxygen by the re- 
spiring tissues, undergoes a molecular rearrangement 
to form long rod-like particles with resulting alter- 
ation of the erythrocyte contour. The standard treat- 
ment is blood transfusion. After the discovery that 
zinc acetate and sodium cyanide, which are car- 
bonic anhydrase inhibitors, prevent the in vitro sick- 
ling of washed erythrocytes from patients with 
sickle-cell anemia, Hilkovitz (Brit. M. J. 2:266, 1957) 
tested the action of acetazolamide on the blood of 
patients with this disease. The drug is a powerful 
although comparatively nontoxic inhibitor of car- 
bonic anhydrase. In vitro tests showed that a con- 
centration of 1 part in 20,000 of acetazolamide de- 
creased the degree of sickling of blood in persons 
with sickle-cell anemia to almost zero. Further tests 
showed that it inhibits sickling by preventing oxy- 
gen loss from the hemoglobin of erythrocytes. The 
administration of the drug at a dosage level of 2 
to 7 mg. per kilogram of body weight to a child 
with sickle-cell anemia reduced the percentage of 
sickle cells from 18.7 to 7.5 for several hours. A 
month’s treatment with acetazolamide caused the 
hemoglobin to rise from 7.1 to 9.4 Gm. per 100 ml. 
of blood. 


Attempted Suicide.—It is a legal anomaly that those 
who fail in suicidal attempts are guilty of a felony, 
while those who succeed are usually pronounced of 
unsound mind at coroners’ inquests. In 1956, of 4,844 
cases of attempted suicide known to the police 
(2,480 men and 2,364 women), 662 were charged. 
A few of these went to prison. Dr. Phyllis Epps ex- 
amined 100 women sentenced to prison for attempt- 
ed suicide (Lancet 1:182, 1957). Their ages ranged 
from 17 to 81 years; about 75 were under 40, The 
greatest number were between 20 and 29, and al- 
though many professed some form of religion, it 
played an unimportant part in the lives of most of 
them. Just under half were single, although 25% of 
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these were cohabiting or in an involved situation, 
and a further 30% were worried over love affairs or 
illegitimate pregnancies. Only 10% of those married 
denied marital difficulties. An unhappy home back- 
ground was common. Loneliness was a factor in 
many cases. In only two persons was physical dis- 
ability present or contributory; another eight were 
pregnant, and pregnancy contributed to their de- 
pression. A history of previous mental illness was 
obtained from 49, and 42 had been in mental hos- 
pitals, 20 of them more than once. Thirty had been 
previously convicted in the courts, and 42 knew 
that suicide was an offense, although this did not 
deter them. Eleven had been charged with at- 
tempted suicide previously. A large number (90) 
were admitted to the hospital before appearing in 
court and being sentenced. 

The method of attempted suicide was an over- 
dose of drugs in 52 (barbiturates in 34 and aspirin 
or codeine in 18), the use of gas in 17, cutting a vein 
in 15, drowning in 5, poison in 3, and miscellaneous 
methods in 8. About 24 gave warning of their in- 
tention by letters, and 44 had made previous at- 
tempts. Forty-nine were psychoneurotic, 19 psy- 
chotic, 16 psychopathic, 11 epileptic, and 5 were 
borderline or mental defectives. About 24 were 
chronic alcoholics. In 82 cases a medical report was 
requested by the police. Dr. Epps states that many 
attempts at suicide are known to physicians but not 
reported to the police. The attempted suicide rate 
is probably six or seven times the actual suicide rate, 


Blood Tests and Legitimacy.—The results of blood 
tests were taken as conclusive evidence by a Scot- 
tish court in a legitimacy case. A mother claimed 
that her child was illegitimate and not the lawful 
offspring of her former husband, who obtained a 
divorce and legal custody of their child, who was 
born three weeks before their marriage. The hus- 
band claimed that the child became legitimate by 
his subsequent marriage to the mother, who hoped 
to keep the child by declaring it illegitimate. Blood 
tests were made by two pathologists. The judge said 
that unless there was a case of mutation, the chances 
of which were only 1 in 100,000, he would accept 
the evidence of the tests that the child was indeed 
not the daughter of the divorced husband, This 
overruled a decree giving the custody of the child 
to the former husband, because custody cannot be 
granted to a man who is not the child’s father. 


Benzidine and Cancer.—At a Manchester inquest it 
was stated that the handling of benzidine by a 56- 
year-old worker led to his death. A verdict of acci- 
dental death from cancer of the bladder was re- 
turned. The man had worked for several years 
weighing out dye intermediates, including benzi- 
dine. He was admitted to hospital six months be- 
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fore his death and found at operation to be suffering 
from cancer of the bladder. It was stated at the in- 
quest that until 1938 no protective clothing or pads 
for the mouth and nose were worn by workers in 
the dye industry, although some workers were 
given tests from time to time. A toxicologist em- 
ployed by the company said that he examined ex- 
posed employees with a view to the early diagnosis 
of cancer of the bladder. It was only in 1941 that 
the carcinogenic properties of benzidine were recog- 
nized, and since then all those exposed were pro- 
tected, and a new plant was designed to minimize 
the risk of direct contact. The deceased had been 
handling benzidine from 1935 to 1939, before the 
risk of cancer of the bladder was known. 


Bronchiectasis.—A subcommittee of the antibiotics 
clinical trials committee of the Medical Research 
Council reported on the treatment of severe bron- 
chiectasis by the prolonged administration of peni- 
cillin and oxytetracycline (Brit. M. J. 2:255, 1957). 
The patients selected were between 15 and 55 years 
of age. They had had symptoms for at least three 
months, and the bronchogram showed frank bron- 
chiectasis affecting at least two lung segments. The 
sputum was either purulent or mucopurulent, and 
four 24-hour specimens measured at least 150 ml., or 
25 ml. if mucopurulent. Observations were also 
made on the extent of cough, hemoptysis, dyspnea, 
and disability. A series of 122 patients were allo- 
cated at random to one of three forms of treatment; 
38 were treated with penicillin, 44 with oxvtetracy- 
cline, and 40 controls with lactose. Two 0.25 Gm. 
capsules were given four times a day two days a 
week for a year. The patients were examined regu- 
larly during this period, and measurements were 
made of the volume of a 24-hour sputum specimen 
and of the severity of cough, dyspnea, hemoptysis, 
and disability. As far as possible, the three groups 
of patients were matched for age, history of illness, 
and the extent of pulmonary involvement as deter- 
mined bronchographically. During the vear three 
deaths occurred, one from each group; two patients 
stopped treatment because they could not tolerate 
it, and five defaulted. Of the remaining 112 patients, 
36 were treated with penicillin or lactose, respec- 
tively, and 40 with oxytetracycline. Sputum produc- 
tion was diminished more in the group treated with 
oxytetracycline than in the others. There was some 
reduction in the severity of cough and dyspnea in 
each group. There was some reduction in each 
group in disability, judged by the number of days’ 
absence from work, episodes of fever, and the num- 
ber of days spent in bed, No toxic effects were ob- 
served with any of the preparations. Although, in 
general, the results with oxytetracycline were better 
than with penicillin, it was considered that its in- 
creased cost would not justify its widespread use in 
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most patients with bronchiectasis. The physicians 
in charge of the patients estimated that 60% of the 
oxytetracycline-treated group, 42% of the penicillin- 
treated group, and 28% of the control group im- 
proved. Much of the improvement in all groups was 
attributed to postural drainage. 


Chronic Bronchitis.—In 1955, deaths from the effects 
of bronchitis in Leeds (population 508,000) num- 
bered 463, but only 67 died from tuberculosis. Dr. 
Gordon Edwards and co-workers of Leeds investi- 
gated the bacterial flora of patients with chronic 
bronchitis and the effect on the course of the dis- 
ease of (1) a preparation containing sulfadiazine, 
sulfathiazole, and sulfamerazine, (2) oxytetracy- 
cline, and (3) an autogenous vaccine of Hemo- 
philus influenzae. Sputum specimens from 320 con- 
secutive patients with chronic bronchitis revealed 
that nearly half were purulent, with H. influenzae 
and Diplococcus pneumoniae as the most commonly 
occurring organisms, followed by Klebsiella pneu- 
moniae, beta-hemolytic streptococcus, and Micro- 
coccus pyogenes var. aureus. The criteria for diag- 
nosis were that patients should be over 20 years of 
age; that they should have had cough, sputum, and 
dyspnea for more than a year with some disability 
arising from them; and that there should be no evi- 
dence of other causes for these symptoms. Sixty-six 
patients (57 men and 9 women) aged 28 to 71 
years were admitted to the trial. Each patient was 
given 1.5 Gm. daily of oxytetracycline, or the sulfon- 
amides, or a course of injections of the vaccine, 
starting with 100 million bacilli and increasing to a 
maximum of 2 billion organisms. The oxytetracy- 
cline and sulfonamides were given until the sputum 
became mucoid, and then the dose of each was re- 
duced to 1 Gm. daily. Inert tablets were also used 
as controls. Treatment was continued for six months. 

Two bacteriologists allotted patients to different 
treatment groups by random selection after balanc- 
ing for sex and age. Final assessment was made from 
sputum changes (volume and purulence ), respira- 
tory disability (determined by work category ), 
physical disability (colds or acute exacerbations of 
the chest condition), general health, and bacteria 
in the sputum. In addition a complete blood count, 
sedimentation rate, vital capacity determination, 
and a roentgenogram of the chest were made and 
body weight and chest expansion recorded, Two of 
the patients died, one from coronary thrombosis 
and the other from congestive heart failure, and 11 
patients dropped out of the trial. This left 53. Sta- 
tistical analysis of the data obtained at the end of 
the trial showed without doubt the clinical value 
of the continuous administration of oxytetracycline 
to patients with chronic bronchitis. Marked im- 
provement followed the use of this drug, and the 
results were enhanced by the simultaneous use of 
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sulfonamides, The use of the sulfonamides alone 
was of little clinical value, and the autogenous vac- 
cine gave no benefit. Although H. influenzae and D. 
pneumoniae were the predominating pathogens, no 
significant change could be detected in the poten- 
tially pathogenic flora of bronchitic sputums after 
effective antibacterial drug treatment. It is pos- 
sible that the value of the latter lies in preventing 
superinfection of the bronchial tree rather than by 
direct action on the established bacterial flora of 
the bronchi. 


Research in Anesthesia.—The new department of 
anesthesia which opened at the Royal College of 
Surgeons, London, is the only department of anes- 
thesia research in the country relieved of the re- 
sponsibilities of teaching medical undergraduates 
and of providing a hospital anesthesia service. 
Clinical work is performed by members of the staff, 
who hold honorary appointments in some of the 
London hospitals. Postgraduate teaching is done in 
the department. The staff includes not only anes- 
thetists but also physicists and other scientific 
workers. Two of the main research problems are 
hypothermia in experimental animals and human 
respiration under anesthesia. The department has 
been subsidized by generous gifts from the phar- 
maceutical industry. 


Medical Etiquette.—_In the opening article of the 
symposium on medical etiquette (The Practitioner, 
July, 1957), Dr. C. A. Clarke stated that there is no 
doubt that a deterioration has occurred in the re- 
lations between the family physician and the con- 
sultant since the introduction of the National 
Health Service for the following reasons: 1. There 
is a growing tendency for the family physician to 
lose patients, in the sense that, although they re- 
main on his list, they are not his patients, treat- 
ment and advice always being given by somebody 
else. There seem to be too many special clinics for 
common conditions, all having too extensive a 
follow-up, so that patients tend never to get per- 
manently discharged back to their own doctors. 
Consequently, the patients come to regard the 
hospital staff, and not the family physician, as their 
advisers. The young physician may become dis- 
couraged when he finds all he is left with are some 
incurable patients with psychoneuroses and chronic 
bronchitis. 2. Consultants in the National Health 
Service are paid at a much higher rate and are not 
so dependent as they used to be on the general 
practitioner for their livelihood. 3. All physicians 
have too much routine work to do. Most of them 
are either chasing full lists or full office hours. Dr. 
Clarke particularly criticizes the abuse of the sys- 
tem of domiciliary visits, i. e., the system whereby 
a consultant is paid $11.75 for each visit he pays to 
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a National Health Service patient at the request of 
the patient’s family physician. He cites the follow- 
ing example of what happens. A general practi- 
tioner saw a patient with a consultant, and two 
weeks after the original consultation he received 
a letter from the consultant saying that the latter 
had looked in again on the patient. He reported 
some findings and enclosed a second domiciliary 
visit form to be signed by the practitioner and re- 
turned to him. The reaction of the practitioner can 
well be imagined. In the old days when you saw 
two physicians talking to each other it was usually 
about their patients; now they are discussing how 
much money they can make out of the Health 
Service. 

The Hippocratic Oath and the rules as laid down 
by the British Medical Association ethical commit- 
tee are largely outdated in their details, according 
to Dr. A. L. Potter. He quotes the following exam- 
ple of an outdated rule: “Except in emergency, an 
industrial medical officer shall not undertake any 
treatment that is normally the responsibility of the 
employee’s own doctor, unless it be with his agree- 
ment.” As, on an average, there are 350 visits a day 
in the casualty departments in the factories with 
which he is concerned, Dr. Potter believes that a 
great waste of money, time, and medical, nursing, 
and clerical effort would result if this rule were 
strictly adhered to. It has proved much easier to 
obtain the cooperation of all the practitioners in the 
area and their agreement to his treating their pa- 
tients by inviting them to come to the factories 
and see how the medical department works. 


“A Bluebook Full of Whitewash.”—In a pamphlet 
published by the Fellowship for Freedom in Medi- 
cine, the description “a bluebook full of white- 
wash” has been applied to the Guillebaud report 
on the National Health Service—the late Lord 
Horder’s gallant rearguard action against the Na- 
tional Health Service and the only medical organ- 
ization in the country with the specific aim of 
protecting the public and the medical profession 
from state monopoly in medicine. The Guillebaud 
committee was appointed by the Minister of Health 
in 1953 to suggest means of insuring the efficient 
use of the funds available to the Health Service 
and to make recommendations for avoiding a rising 
charge on the exchequer. In its report, published 
last year, the committee stated, “We have found no 
opportunity for making recommendations which 
would produce new sources of income or reduce in 
a substantial degree the annual cost of the Service.” 
It is this complacent conclusion that is assailed in 
the pamphlet. The fellowship points out that the 
committee seeks to attribute some of the strains and 
stresses of the service to the difficulty experienced 
by many who had grown up under the old system 
in adjusting themselves to the new. To this it adds 
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what appears to be an ominous suggestion that “the 
gradual emergence of a new generation”—one, pre- 
sumably, to which the time honored ideal of service 
to medicine rather than to the state is unfamiliar— 
“may make comparatively simple many _ things 
which now appear difficult—or impracticable.” 

The fellowship has two major criticisms of the 
Guillebaud report. The first is that no constructive 
suggestions were put forward for transferring more 
work from the hospitals to general practitioners 
and thereby reducing the cost of the Service and 
improving the standard of general practice. The 
second is that there were no constructive recom- 
mendations for dealing with the present division of 
the Service into three watertight divisions—the hos- 
pital and specialist services, the general pratitioner 
services, and the local authority services. The fel- 
lowship’s proposal for dealing with this unfortunate 
state of affairs is that the three parts of the Service 
should be fused at national, regional, and local 
levels. On the top story would be a national health 
board which would be responsible to the Minister 
of Health for preparing an annual budget, for the 
general administration of the Service, and for keep- 
ing a proper balance between the different parts of 
it. The work would be decentralized through re- 
gional and local health councils, which in their turn 
would have similar responsibility, including the 
disbursement of funds made available to them on 
the basis of budgets they had submitted. A further 
important advantage claimed for the establishment 
of such a board is that it would remove the Service 
from party politics. 

The fellowship advances the following sugges- 
tions for the more efficient running of the Service: 
restoration of the physician’s right to buy and sell 
the goodwill of practices; the imposition of a board 
and lodging charge for patients in hospitals; the 
raising of the charge on prescriptions; the introduc- 
tion of the Australian method of providing essential 
drugs free and charging for the rest; the decentral- 
ization of financial control of hospitals by the adop- 
tion of a system of block grants for current 
expenditure; the placing of some responsibility on 
patients by imposing a small charge, at the time 
services are received, on those who can afford to 
pay; and lowering of the cost of private beds so as 
to attract more paying patients. The fellowship 
believes that the report leaves a strong impression 
that in its desire to avoid embarrassing the Minis- 
try advisers, the committee shrank from proposals 
that might appear to disparage the present system. 
Unless due consideration is given to the manifest 
shortcomings of the report, it is almost certain that 
a succession of Health Ministers will use it as a 
shield behind which to hide in resisting attempts 
to bring about the major reorganization of the 
National Health Service which experience has 
shown to be so urgently needed. 
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CORRESPONDENCE 


INTRACUTANEOUS ADMINISTRATION 
OF ASIAN INFLUENZA VACCINE 


To the Editor:—Previous experiences with the intra- 
cutaneous method of immunization introduced orig- 
inally by me for typhoid vaccine and later applied 
to other antigens (J. A. M. A. 164:1626 [ Aug. 3] 1957) 
make it quite natural for the question to be raised 
as to whether this method could be applied in the 
immunization of individuals with the Asian influen- 
za virus vaccine. I have been asked this question by 
several physicians with the objectives in mind of 
conserving the vaccine supply and of minimizing 
reactions. Previous experiments with vaccines pre- 
pared from strains of influenza virus other than the 
Asian have shown that an intracutaneous injection 
of 0.1 ml. of such a vaccine induces a degree of im- 
munity in terms of antiviral antibody comparable to 
that provided by a subcutaneous injection of 1.0 ml. 

Because the Asian strain is new to the United 
States, sufficient time has not elapsed to determine 
whether this also would be true of a vaccine pre- 
pared from this strain. However, after inquiry in 
various laboratories, it was learned that some pre- 
liminary experiments have been carried out by Dr. 
Maurice Hilleman, chief of the department of res- 
piratory diseases, Walter Reed Army Institute of 
Research in Washington, D. C. After a personal 
conversation with him concerning the results of 
these experiments, Dr. Hilleman offered the follow- 
ing information, based on a small series of tests. 
which is being summarized with his permission: 
“the amount of antiviral antibody as measured 
by the hemagglutination technique engendered by 
intracutaneous injection of 0.1 ml. (containing 16 
units of Asiatic ‘flu’ virus vaccine) was almost but 
not quite as good as that which followed sub- 
cutaneous injection of 1.0 ml. (containing 160 
units). Therefore, where the supply is plentiful, 
the subcutaneous injection of 1.0 ml. is to be pre- 
ferred. But, if the supply is short and conservation 


of it is necessary, then the injections may be given. 


intracutaneously with the knowledge that the small- 
er dose will induce a level of antibody protection 
which approximates that of 1.0 ml. subcutaneously.” 

I am in agreement with the latter opinion ex- 
pressed by Dr. Hilleman. I believe, therefore, that 
the vaccine should be administered subcutaneously 
in doses up to 1.0 ml. (depending upon age and 
weight) so long as the vaccine supply is adequate. 
If not, it can be given intracutaneously (and it is 


important that the entire dose be given into and not 
beneath the skin) in doses of 0.05 to 0.1 ml. (the 
former for young children, the latter for older chil- 
dren and adults). This method, likewise, can be 
utilized in those patients in whom the occurrence 
of a general or constitutional reaction (e. g., fever, 
chills, etc.) which occasionally follows subcutaneous 
injections might be detrimental to their condition, 
as for example in patients with general debility or 
cardiovascular disease. Since the immunity which 
follows injection of the influenza virus vaccine is 
variable in degree and temporary in duration, lasting 
for periods averaging perhaps four to six months, it 
might be well to give an additional booster dose of 
0.05 to 0.1 ml. intracutaneously four or more months 
after the administration of the initial dose to those 
individuals who are being exposed to the disease 
at that time (in the event of an epidemic outbreak ) 
or are likely to be exposed to the disease if it is still 
active in their community. Such administration can 
do no harm; in fact, it may be instrumental in stim- 
ulating the waning immunity induced by the initial 
injection at a time when they need it most and 
might help to prevent the complicating respiratory 
infections prevalent especially during the winter 
months. 

Louis Turr, M.D. 

1530 Locust St. 

Philadelphia 2. 


ALLERGY TO INSULIN 


To the Editor:—The article on tolbutamide (Orinase) 
that appeared in THE JouRNAL under New and Non- 
official Drugs (164:1333 [July 20] 1957) was very 
informative. The indications and contraindications 
were well presented, but one important point, 
namely, allergy to insulin in diabetics, was not men- 
tioned. Diabetics who find it difficult or impossible 
to use insulin due to severe local and general mani- 
festations (about 14% of all diabetics, according to 
Urbach and Gottlieb: Allergy, ed. 2, New York, 
Grune & Stratton, Inc., 1946, pp. 344-346) are often 
referred to allergists, This allergy generally affects 
patients in the middle-aged or older group, the age 
group most suitably treated with tolbutamide. 
Therefore, where allergy to insulin is persistent, 
this drug may be of extreme value. 

Davin L. ENGELSHER, M.D. 

178 E. Mount Eden Ave. 

New York 57, 


V 
195 


Vol. 165, No. 3 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Hospital's Liability for Negligent Acts of Its Em- 
ployees.—This was an action for damages for person- 
al injuries resulting from the alleged negligence of 
the defendant physician and the defendant hospital. 
There was a verdict against both defendants and 
the hospital appealed to the court of appeals of New 
York. 

The plaintiff entered the defendant hospital for 
correction, by her own physician, of a fissure of the 
anus. She had been made ready for the operation, 
before the surgeon’s appearance, by the hospital 
anesthetist and by two nurses also in the employ of 
the hospital. Preparatory to administering spinal 
anesthesia, the anesthetist painted the lumbar region 
of the patient’s back with an alcoholic antiseptic, 
tincture of Zephiran, an inflammable fluid, reddish 
in color. Again, after induction of the spinal anes- 
thesia, one of the nurses applied the Zephiran solu- 
tion to the operative area. At that time there were 
three layers of sheeting under the patient. The 
nurses were fully aware that the inflammable an- 
tiseptic employed was potentially dangerous. They 
acknowledged that they had been instructed not 
only to exercise care to see that none of the fluid 
dropped on the linen but to inspect it and remove 
any that had become stained or contaminated. How- 
ever, they made no inspection, and the sheets orig- 
inally placed under the patient remained on the 
table throughout the operation. The surgeon was 
not in the operating room when the antiseptic was 
applied and at least 15 minutes elapsed before he 
initiated the preoperative draping process. The 
draping completed, the doctor took a heated elec- 
tric cautery and touched it to the fissure to mark it 
before beginning the actual searing of the tissue. 
There was a “smell of very hot singed linen” and, 
“without waiting to see a flame or smoke,” he 
doused the area with water. Assured that the fire 
was out, he proceeded with the operation. Subse- 
quent examination of the patient revealed severe 
burns on her body and later inspection of the linen 
revealed several holes burned through the sheet 
under her. 

As is apparent, said the court of appeals, the 
liability asserted against the hospital is predicated 
on an independent act or omission of the hospital- 
employed nurses, and not on any conduct of theirs 
ordered or directed by a visiting doctor or surgeon 
or, for that matter, by any physician, The evidence 
strongly supports the findings, implicit in the jury’s 
verdict, that some of the inflammable Zephiran solu- 
tion had dropped on the sheet beneath the plaintiff's 
body, that it had left a stain discoverable upon in- 


279 


spection, that the nurses in attendance had had full 
opportunity, before the beginning of the operation, 
to remove the stained linen and that the solution, 
which had dropped on the sheet, had given off gas- 
eous vapor that ignited upon contact with the heat- 
ed cautery. In the light of these facts, the jury was 
thoroughly justified in concluding that the failure 
of the nurses to remove the contaminated vapor- 
producing linen constituted the plainest sort of 
negligence, The hospital contended, however, that 
such negligence occurred during the performance 
of a “medical” act and, accordingly, under the so- 
called Schloendorff rule, the doctrine of respondeat 
superior may not be applied to subject it to liability. 

The court of appeals admitted that there had 
been a great deal of difficulty in differentiating be- 
tween the “medical” and the “administrative” in 
applying the Schloendorff rule. It refused to do so 
in this case but, instead, decided to review the rule 
itself. The distinctions necessary under the rule 
were the result of “a judicial policy of compromise 
between the doctrines of respondeat superior and 
total immunity for charitable institutions.” The 
court, therefore, reviewed the basis for the immun- 
ity rule and concluded that it is no longer support- 
able. The doctrine of respondeat superior, said the 
court, is grounded on firm principles of law and 
justice. Liability is the rule, immunity the excep- 
tion. It is not too much to expect that those who 
serve and minister to members of the public should 
do so, as do all others, subject to that principle and 
within the obligation not to injure through careless- 
ness. It is not alone good morals but sound law that 
individuals and organizations should be just before 
they are generous, and there is no reason why that 
should not apply to charitable hospitals. The con- 
cept that the hospital does not undertake to treat 
the patient, does not undertake to act through its 
doctors and nurses, but undertakes instead simply 
to procure them to act upon their own responsibil- 
ity, no longer reflects the facts, the court continued. 
Present-day hospitals, as their manner of operation 
plainly demonstrates, do far more than furnish facil- 
ities for treatment. They regularly employ on a 
salary basis a large staff of physicians, nurses and 
interns, as well as administrative and manual work- 
ers, and they charge patients for medical care and 
treatment, collecting for such services, if necessary, 
by legal action. Certainly, the person who avails 
himself of “hospital facilities” expects that the hos- 
pital will attempt to cure him, not that its nurses or 
other employees will act on their own responsibility. 
Hospitals should, in short, shoulder the responsi- 
bilities borne by everyone else. There is no reason to 
continue their exemption from the universal rule of 
respondeat superior. The test should be, for these 
institutions, whether charitable or profit-making, as 
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it is for every other employer, was the person who 
committed the negligent injury-producing act one 
of its employees and, if he was, was he acting with- 
in the scope of his employment. 

The court of appeals accordingly held that the 
rule of nonliability is out of tune with the life about 
us and that it should be abandoned. The judgment 
of the appellate division in favor of the defendant 
hospital was therefore reversed and the case re- 
manded for a new trial.—Bing v. Thunig, 143 NE (2) 
3 (New York, 1957). 


Malpractice: Standard of Care Required of Den- 
tist.—This was an action for injuries caused by the 
alleged negligence of the defendant dentist. From 
a judgment of nonsuit, the plaintiff appealed to the 
Supreme Court of North Carolina. 

In extracting two of the plaintiffs upper molars 
the defendant broke off the roots, probed for them, 
but left them imbedded in the jaw bone. Three or 
four days later the plaintiff returned to the defend- 
ant’s office in great pain. The defendant at that 
time opened the infected area and drained a con- 
siderable amount. of pus and blood. This treatment 
was repeated two or three times a week over a 
period of five months. When these treatments failed 
to clear up the condition, the plaintiff consulted 
specialists in the eye, ear, nose, and throat who 
hospitalized her and surgically removed the roots. 
One of these specialists, testifying for the plaintiff, 
stated that it is accepted practice to remove a root 
fragment following an extraction unless only a flake 
is left. More than a flake was left in the plaintiff's 
jawbone, however. 

A dentist, said the supreme court, is liable if in- 
jury approximately results from a want of skill or 
from a want of its application. One who holds him- 
self out to practice dentistry, by implication agrees 
to bring to his patient's case a fair, reasonable, and 
competent degree of skill and to apply that skill 
with ordinary care and diligence in the exercise of 
his best judgment. The dentist does not have to 
possess extraordinary skill and learning nor does 
he have to exercise the highest possible degree of 
care. He is liable, however, if there is a want of 
ordinary and reasonable care which leads to a bad 
result. There was expert testimony for the plaintift 
that broken roots should be removed at the time of 
the extraction. That infection in and around the 
broken roots should be allowed to continue for five 
months with two or three weekly treatments which 
did nothing more than drain the infected area, 
would, said the court, seem to be enough to permit 
the plaintiff to submit her case to the jury. Accord- 
ingly, the judgment of nonsuit in favor of the de- 
fendant dentist was reversed. Hazelwood v. Adams, 


95 S.E. (2d) 917 (N. C., 1957). 


J.A.M.A., Sept. 21, 1957 


MEDICAL FILM REVIEWS 


The Hepato-Jugular Reflux: A Helpful Sign in Diagnosis 
and Treatment of Congestive Heart Failure: 16 mm., color, 
sound, showing time 15 minutes. Prepared by J. Marion Bry- 
ant, M.D., New York. Procurable on loan from Wyeth Lab- 
oratories, Philadelphia 1. 


The purpose of this film is to demonstrate the 
bedside use of the hepatojugular reflux and to give a 
simplified explanation of the reflux’s significance in 
the diagnosis and treatment of congestive heart 
failure, This distention of the neck veins when pres- 
sure is applied over the liver is a physical sign of 
congestive heart failure which appears much earlier 
than the conventional classic signs and symptoms of 
heart failure. It was originally described by William 
Pasteur in 1885, and subsequently has been mention- 
ed in many textbooks and articles. However, de- 
tailed instructions to enable the practitioner to use 
this maneuver are not available at present in the 
medical literature. This is an unusually good film 
which is self-explanatory. The photography is excel- 
lent and the direction and organization are superior. 
It is highly recommended for general practitioners 
and also would be of interest to cardiologists, inter- 
nists, medical students, residents, and interns who 
have not had recent reviews on the subject. 


Immediate Postoperative Care: 16 mm., color, sound, show- 
ing time 27 minutes. Prepared by Frank Glenn, M.D., John 
M. Beal, M.D., and Joseph Artusio Jr., M.D., New York. 
Produced in 1956 by Billy Burke Productions, Hollywood, 
for and procurable on loan from E. R. Squibb and Sons, 
Division of Olin Mathieson Chemical Corporation, 745 
Fifth Ave., New York 22. 


This film shows a wide variety of procedures, 
equipment, drugs, and special skills required to pro- 
vide patients with the same caliber of care during 
the immediate postoperative period that they re- 
ceived during the operation. The film begins with 
scenes that apply to all patients: maintenance of a 
clear airway; observation of vital signs; various tech- 
niques of providing oxygen; control of pain; fluid 
therapy and blood replacement; the use of suction; 
and special recovery room procedures and records. 
Then portions of different surgical procedures such 
as urologic, intrathoracic, gastrointestinal, biliary 
tract, and others are shown to help the viewer 
understand the reason for the related recovery 
room procedures described. The subject is pre- 
sented more from the standpoint of scope rather 
than actual techniques. The color photography and 
narration are excellent; however some of the surgi- 
cal techniques should have been omitted, and more 
of the more common techniques of the postopera- 
tive period could have been illustrated. The film 
is suitable for showing to medical students, nurses, 
interns, residents, hospital administrators, and sur- 
geons. 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in THE 
Journa.. They will consist of an introduction by the author followed by a pictorial digest of 
actual frame enlargements selected as key points of the film. The written review of this film 
appears on page 280 of this issue. Racpu P. Creer, Director 

Motion Pictures and Medical Television 
Council on Scientific Assembly. 


THE HEPATO-JUGULAR REFLUX 


A HELPFUL SIGN IN THE DIAGNOSIS AND TREATMENT OF CONGESTIVE HEART FAILURE 
J. Marion Bryant, M.D., New York 


The hepatojugular reflux is a reliable but neglected physical sign which appears earlier in the course of 
congestive heart failure than the conventional signs and symptoms. In 1885, Pasteur originally described this 


sign as a manifestation of tricuspid regurgitation. However, experience has shown that it is present with heart 
failure of all etiologies. 


The hepatojugular reflux, as presently defined, consists of a distention of the neck veins when pressure is 
applied over the liver. With a competent heart, pressure on the liver does not elevate the venous blood level 
in the neck veins when the subjects are in the semirecumbent position. The competent heart promptly 
increases its output, in response to an increase in venous return, and thus prevents a rise in general venous 
pressure. In the presence of congestive heart failure, pressure applied to the liver causes a sustained rise of 
the venous pressure that is prominently reflected by distention of the superficial, and elevation of the pul- 
sating level of the deep, neck veins. The impaired heart is unable to respond to an increase in venous return 
by an increase in its output; therefore, the venous pressure rises. 

Measurements of venous pressure, per se, may not unequivocally disclose minor grades of heart failure. 
However, the hepatojugular reflux will often indicate the presence of failure before symptoms or other signs 
become obvious. The disappearance or diminution of the hepatojugular reflux provides a practical end-point 
of optimal or maximum therapeutic effect. 


NOTE ON A 
NEW PHYSICAL SIGN OF TRICUSPID 
REGURGITATION. 7 
By W. PASTEUR, M.D.Lonp., M.R.C.P., 


MEDICAL REGISTRAR TO THE MIDDLESEX “MOSPITAL, ETC, 

IN several cases in which there was reason to suspect 
functional incompetence of the tricuspid valve which have 
recently come under my observation, a physical sign lia- 
heen present to which TP believe attention has not been 
drawn, and of which TI have been unable to find any mention 
either in the standard text-books or in the best known 
monographs on the subject of cardiac disease. This sign 
consists in a distension — with or without pulsation | of the 
superticial veins of the neck, occurring when firm pressure 
Is eXerted over the liver in the direction of the spinal 
column, and independent of the movements of respiration 
Adlittle consideration of the anatomical relations of the partd 
concerned will suzgest the facility with whieh an 
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Fig. 1.—The hepatojugular reflux was originally reported 


Fig. 2.—This sign consists of an elevation of the pulsating 


as a manifestation of tricuspid regurgitation by William 
Pasteur. 


level in the deep neck veins or distention of the superficial 
neck veins when pressure is exerted over the liver. 
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ERO BLOOD LEVEL ZERO 81.000 LEVEL 


Fig. 3.—In the normal subject, pressure applied to the Fig. 4.—With heart failure, pressure on the congested liver 
liver does not cause a rise in the venous blood level produces a sustained rise of the venous level in the neck 


ZERO BLOOD LEVEL 


Fig. 5.—As pressure on the liver is released the venous Fig. 6.—A close-up view of the neck during hepatic pres- 
level falls. sure demonstrates distention of the veins with the subject in 
the upright position. The motion picture shows the superior 
portion of the blood column in the deep veins pulsating. 


Fig. 7.—-Venous pulsation is most commonly limited to the siete ™ 
internal jugular veins and is recognized by the character of Fig. 8.—With the subject in the upright position, the deep 


the movement communicated to the structures covering the vein pulse has a simple up-and-down movement, rather than 
veins. a true expansile pulsation. 
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Fig. 9.—With the subject in the supine position the deep P ma 
neck veins acquire a rippling, wave-like motion along the Fig. 10.—Careful positioning and observation will demon- 
entire length of the neck. strate venous pulsations in most patients. 


Fig. 11.—Venous and arterial pulsations are easily dif- 
ferentiated, The venous pulse can be eliminated by applying 
gentle pressure at the base of the neck without disturbing 
the arterial pulsations. 


Fig. 12.—Elevation of the patient is followed by emptying 
of the superficial veins, during which the deep vein pulsa- 
tions move from the jaw to the clavicle. 


ZERO LEVEL | 
Fig. 13.—Diagram of the supine subject shows that the Fig. 14.—With an elevated venous pressure, the vertical 
normal venous zero level lies a little below the suprasternal distance between the blood level and the suprasternal notch 
notch. (From Lewis, T.: Diseases of Heart, ed. 4, London, is more or less the same in the semirecumbent, the semi- 


Macmillan & Co., 1946. ) sitting, and the upright positions. 
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Fig. 15.—In heart failure, neck pulsations (seen in the 
motion picture) of increased amplitude and greatly dis- 
tended superficial veins are observed. 


i 

Fig. 17.—On applying pressure over the liver, elevation 
of the deep vein pulse promptly results (top pencil). 
Shortly thereafter the nonpulsating superficial veins distend 
(lower pencil) as they till with blood from above. 


Fig. 19.—When the superficial veins are occluded su- 
periorly (top pencil) and their lower portions milked free 
of blood (by lower pencil), the action of these valves is as 
shown in the next figure. 
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Fig. 16.—After positioning the patient, so as to allow the 
venous level to fall to the clavicles, a gentle (5-to-10-lb.) 
pressure is applied to the abdomen over the liver. 


Fig. 18.—Competent valves in the superficial veins (i. e., 
bulge in vein below lower pencil) prevent a reflux of blood 
from below. 


Fig. 20.-The segment of vein between the pencil above 
and the competent valve below is empty. The deep neck 
veins, however, lack competent valves and therefore a reflux 
of blood from below can occur in them. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Fanconi’s Syndrome: Renal Tubular Resorption Anom- 
aly with Aminoaciduria and Osteomalacia. P. Astrup 
and K. Kjerulf-Jensen. Ugesk. lager 119:482-485 (April 
18) 1957 (In Danish) [Copenhagen]. 


In the severe isolated case of Fanconis syndrome 
reported in a woman aged 22 the symptoms—fatigue 
and crippling muscular weakness—developed in- 
sidiously. The most marked clinical findings were 
roentgenologically demonstrable pronounced decalci- 
fication and spontaneous fractures. There were a 
normal serum concentration, constant hypophospha- 
temia and aminoaciduria corresponding to 2 Gm. of 
glycine daily, moderately increased alkaline phospha- 
tase activity of the blood. and acrocyanosis. Oscillog- 
raphy of the extremities revealed greatly reduced 
vascular function. The serum phosphate concentration 
was constantly reduced, also on administration of 
glycine. The ability to acidify urine was intact. Slight 
renal glycosuria was found. Replacement of the 
glycine loss had no therapeutic effect. On intensive 
oral therapy with calcium phosphate and vitamins D 
and A, considerable improvement resulted, but the 
aminoaciduria persisted. The patient was observed for 
342 vears. Examination of 21 near relatives failed to 
reveal aminoaciduria, roentgenologically demonstrable 
bone changes, hypercalcuria, or abnormal serum elec- 
trolytes. 


Atrial Fibrillation Regularized by Quinidine. E. Riss 
and S. A, Levine. Am. J. M. Sc. 233:654-661 (June) 
1957 [Philadelphia]. 


Atrial fibrillation, although generally associated with 
some form of heart disease, can occur in a transient or 
permanent form in patients without any other evidence 
of disease of the heart or other essential organs. These 
normal fibrillators may be returned to a normal sinus 
rhythm by treatment with quinidine. The author de- 
scribes 2 cases of atrial fibrillation in 2 brothers. The 
son of one of the brothers has also developed atrial 
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fibrillation and shows no other evidence of heart dis- 
ease. The first patient was regarded as having persist- 
ent atrial fibrillation of some 17 years’ duration with- 
out organic heart disease. This patient submitted to 
treatment with quinidine, and reversion to a normal 
sinus rhythm was obtained which persisted for 17 
vears. The second patient was regarded as having had 
atrial fibrillation without organic heart disease for 5 
vears. Initial treatment with quinidine was abandoned 
when fibrillation still prevailed after 6 days of treat- 
ment and single dosage had reached 2 Gm. Two years 
later, quinidine treatment was attempted successfully, 
and normal sinus rhythm persisted tor 5 years. These 
results are in direct contrast with those obtained in 
treatment of atrial fibrillation in mitral stenosis, in 
which regularization did not succeed in more than 
one-third to one-half the cases, and, even if it was suc- 
cessful, fibrillation reappeared in a few days or weeks. 
Treatment with quinidine is considered justified when 
palpitation is severe enough to cause incapacatation 
despite normal circulatory dynamics, and a return to 
normal sinus rhythm may result in a disappearance of 
heart disease leading to irreversible changes and con- 
gestive heart failure. There exists, therefore, a small 
but definite group of patients with moderate to ad- 
vanced heart failure in whom the entire disability is 
curable by regularization of the rhythm. 


The L. E. Phenomenon in Rheumatoid Arthritis. |. A. 
Friedman, J. F. Sickley, R. M. Poske and others. Ann. 
Int. Med. 46:1113-1136 (June) 1957 [Lancaster, Pa.]. 


The L. E. test was performed in 91 patients, 46 men 
and 45 women, between the ages of 20 and 70 years 
with rheumatoid arthritis. Thirteen men and 12 women 
had a positive reaction to the test and 33 men and 33 
women had a negative reaction. Of the 25 patients 
with a positive reaction, 18 had involvement of the 
extremities alone (peripheral disease) and 7 had clini- 
cal and radiologic involvement of sacroiliac joints and 
spine and of peripheral joints other than the hips and 
shoulders (combined disease). Not 1 patient with pure 
spondylitis had a positive reaction to the L. E. test, 
although 11 patients with this tvpe of disease were 
studied. Other distinguishing features in the patients 
with a positive reaction to the L. E. test were a high 
incidence of rheumatoid nodules and of Felty’s syn- 
drome as well as a greater frequency of elevated 
gamma globulin as determined by serum electrophor- 
esis. In terms of age and sex composition, histories, 
abnormal physical and laboratory findings, and _re- 
sponse to therapy, the patients with a positive and 
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those with a negative reaction to the L. E. test were 
essentially alike. Pathognomonic features of systemic 
lupus erythematosus were not observed in any patient. 

The evidence presented in this study indicates that 
the L. E. phenonmenon may occur in patients with 
rheumatoid arthritis as a nonspecific reaction of un- 
known causation. The diagnosis of systemic lupus 
erythematosus should not be made in patients with 
rheumatoid arthritis who have a positive reaction to 
the L. E. test unless it can be confirmed by other evi- 
dence. The prognosis and choice of therapy in such 
patients should not be based on the results of a single 
laboratory examination. 


Successful Electrical Stimulation of the Heart for 90 
Hours in Adams-Stokes Disease. G. Friese. Miinchen. 
med. Wehnschr. 99:511-813 (May 31) 1957 (In Ger- 
man) [Munich, Germany ]. 


The case of a 65-vear-old woman with hypertension 
and myocardial insufficiency is presented. Disturb- 
ances in the atrioventricular conduction system caused 
repeated Adams-Stokes attacks. At first these attacks 
could be controlled by the administration of sym- 
pathicomimetic drugs, but later they became ineftec- 
tive, and so an electrical pacemaker was used for pro- 
longed periods, for 61 hours, 90 hours, and 14 hours, 
every time the woman seemed to become moribund. 
The patient improved under the combined use of the 
electrical pacemaker and cardiac stimulants. Three 
months after she was dismissed from the hospital, she 
was free from cardiac symptoms. The author mentions 
several investigators who have developed cardiac 
pacemakers. The one he used in the woman presented 
here has so far been used effectively in 4 patients. 

He believes that the use of the electrical pacemaker 
is indicated in cardiac arrest of extreme bradycardia 
in Adams-Stokes disease; in cardiac arrest after ex- 
posure to high tension current; in cardiac arrest after 
defibrillation; in cardiac arrest resulting from exces- 
sive doses of digitalis or procaine amide; and during 
the so-called reflex arrest occurring after surgical and 
endoscopic interventions. Not every dying heart, how- 
ever, is amenable to the use of the electrical pace- 
maker, but only those in which the contractility is 
still preserved. In patients with Adams-Stokes 
tacks the pacemaker should be used also when the 
ventricular automatism has not as yet completely 
subsided but is so slow that it is not capable of 
furnishing a minute volume necessary for the preser- 
vation of life. 


Diagnosis and Differential Diagnosis of Atrial Septal 
Defects. O. Bayer. Schweiz. med. Wehnschr. 87:535- 
540 (May 4) 1957 (In German) [Basel, Switzerland]. 

Bayer emphasizes the fact that the clinical diag- 
nosis of an atrial septal detect has not been made as 
frequently in the past as one would have expected ac- 
cording to the high incidence of this defect revealed 
by anatomicopathological reports. There are 3 types 
of atrial septal defect which must be distinguished 
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anatomically, namely, the persistent ostium secundum 
in the upper portion of the atrial septum, the inci- 
dence of which is predominant; the persistent ostium 
primum in the basal portion of the septum; and the 
common atrioventricular canal. The atrial septal de- 
fect. and particularly the persistent ostium secundum, 
is frequently associated with a transposition of one 
or several of the pulmonary veins. Hemodynamic 
changes and particularly the heavy extra volume load 
placed on the right side of the heart and the overfill- 
ing of the pulmonary circulation determine the clin- 
ical symptomatology of the atrial septal defect. Cyano- 
sis may be absent in patients with an uncomplicated 
atrial septal defect or may occur only in the more 
advanced stages of the disease. Besides the presence 
of the typical murmur, it is the roentgenogram which 
reveals characteristic changes such as enlargement of 
the right side of the heart, the typical prominence of 
the pulmonary arch, and the strongly increased trac- 
ings of the pulmonary vessels with increased autono- 
mous pulsation of the hilar vessels. The electrocardio- 
graphic findings varv with the size and the type of 
the defect. Catheterization of the heart is indispen- 
sable for establishing the diagnosis and for the de- 
termination of the shunt volume. Analysis of the 
pressure curves of the left and the right atrium is of 
considerable aid in the determination of the size of 
the defect. Differential diagnosis of an atrial septal 
detect from an isolated partial transposition of pul- 
monary veins is most difficult. The methods which 
have been devised for this purpose, such as the in- 
jection of dyes in the left and right pulmonary ar- 
teries or the blockade of the right branch of the 
pulmonary artery with a balloon sound, are either 
technically difficult or are associated with a certain 
factor of insecurity. An exact quantitative diagnosis is 
necessary because of the importance and the serious- 
ness of the surgical intervention. 


Experience with the Course and Chemotherapy of 
Chronic Pulmonary Histoplasmosis. W. D. Sutliff. 
Am. Rev. Tuberc. 75:912-920 (June) 1957 [New York]. 


Of 23 men between the ages of 33 and 73. vears 
with chronic pulmonary histoplasmosis, the diagnosis 
was established by cultures of Histoplasma capsula- 
tum from the sputum in 19, and tissue removed at 
operation was the source of H. capsulatum in the 4 
remaining patients. The most frequent symptoms 
were cough, mucopurulent sputum, weight loss, chest 
pain, weakness or fatigue, fever, dyspnea on exertion, 
and bloody sputum, in that order. Detailed reports 
of the cases of 2 patients, 1 with gradual onset and 1 
with advanced pulmonary changes, illustrate the early 
and the late manifestations of the disease. In the first 
patient, the roentgenogram taken at the onset showed 
the development of a very small infiltration; a slight 
increase in the infiltration appeared 13 months after 
the onset, and 20 months after the onset an annular 
shadow 3 cm. in diameter with a thin wall was seen 
at the level of the second anterior rib with infiltrations 
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extending in a linear manner to the hilum. Calcified 
nodules were present in the hilum and in the lung 
parenchyma. In the second patient, the roentgeno- 
gram taken 15 months after the onset of the disease 
showed bilateral apical fibrous lesions with multiple 
cavities 1 to 3 cm. in diameter; calcified nodules were 
present in both lung fields, both hili, and in the spleen. 

Surgical and antimicrobial therapy were used sys- 
tematically in attempts to influence favorably the 
otherwise fairly uniform course of the disease. Ex- 
cision of the area of abnormal tissue was performed 
in 8 patients. Ethyl vanillate in doses of 50 mg. orally 
per day was given to 5 patients, B-diethyl-aminoethyl- 
fencholate in doses of 150 to 600 mg. intravenously 
per day to 7 patients, nystatin to 4 patients, and acti- 
dione, 2-aminostilbamidine, and cycloserine to 1 each. 
Definite improvement was noted after £-diethyl- 
aminoethyl-fencholate therapy in 1 patient with rela- 
tively mild chronic pulmonary histoplasmosis. Dis- 
seminated histoplasmosis was arrested in 2 patients 
after treatment, one of whom was given ethyl vanil- 
late, and the other was given B-diethyl-aminoethyl- 
fencholate. Toxic symptoms limited the use of all of 
these agents in varying degrees. A general conclusion 
was reached that more potent and less toxic antifungal 
agents were needed for adequate favorable thera- 
peutic effect in patients with chronic pulmonary histo- 
plasmosis. 


Evaluation of Clinical Aids to the Diagnosis of 
Chronic Progressive Cavitary Histoplasmosis. P. H. 
Lehan, C. A. Brasher, H. W. Larsh and M. L. Furco- 
low. Am. Rev. Tuberc. 75:938-948 (June) 1957 [New 
York]. 


Of 130 patients with a positive reaction to serologic 
tests for histoplasmosis (called “serologically proved”), 
the diagnosis of cavitary histoplasmosis was confirmed 
by mycologic studies in 33. The observations made in 
these 33 cases and in 10 additional mycologically 
proved cases from another study indicate that the 
clinical and roentgenographic features of cavitary 
histoplasmosis are indistinguishable from those of 
cavitary tuberculosis. The skin test and the serologic 
tests for histoplamosis are useful screening aids, but 
each has its limitations. Approximately 25% of known 
patients are nonreactors to the skin test. At least 10% 
have negative reactions to the serologic tests em- 
ployed. In the light of these findings it is evident 
that negative results from a skin or serologic test 
tor histoplasmosis do not exclude the diagnosis of 
histoplasmosis. 

Concomitant infections with Mycobacterium tuber- 
culosis and Histoplasma capsulatum are not uncom- 
mon and should be searched for. Such infections may 
account for some of the failures in the chemotherapy 
of tuberculosis. Mycologic studies of the sputum in 
proved cases reveal that H. capsulatum can be readily 
and repeatedly isolated in these cases. Adequate path- 
ological studies using special fungal stains are neces- 
sary to exclude a fungal cause. 
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SURGERY 


A Clinicopathologic Study of Large Benign Gastric 
Ulcers. J. C. Turner Jr., M. B. Dockerty, J. T. Priestley 
and M. W. Comfort. Surg. Gynec. & Obst. 104:746-750 
(June) 1957 [Chicago]. 


It was accepted until quite recently that large 
ulcerating gastric lesions are maiignant. In recent 
vears there have been scattered reports on large gastric 
ulcers that were benign, but few of these have been 
proved histologically. The authors undertook a clinico- 
pathological study of a relatively large group of such 
cases. The surgical files of the Mavo Clinic from 1940 
through 1954 were examined for examples of chronic, 
benign gastric ulcer with a diameter of 4 cm. or more 
and for which gastric resection had been performed. 
Measurements had been made by the surgical pa- 
thologist at the time of the original examination of 
fresh tissue. During this 15-vear period there were LOO 
cases that met the requirements. Data collected from 
the records and from gross and microscopic study of 
the surgical specimens form the basis of this report. 
The 100 cases of “giant ulcer” represented 4.1% of all 
cases of benign gastric ulcer treated surgically. The 
mean age of the patients was 53.2 vears, the extremes 
being 3 months and 73 vears. There were 78 males and 
22 females. Ninety-three patients presented a symptom 
complex that was suggestive of peptic ulcer, namely, 
an intermittent, ulcer type of distress that occurred 
postprandially and that was relieved by ingestion of 
food or alkali. 

The most frequent clinical diagnosis was that of 
carcinoma of the stomach, which was made in 45 pa- 
tients. On the basis of roentgenologic findings, car- 
cinoma was suspected in 40 patients and benign gastric 
ulcer was correctly diagnosed in 45 patients; various 
other benign conditions accounted for the remainder 
of the roentgenologic diagnoses. Gastroscopic exami- 
nation did not appear to be of value in the diagnosis 
of large ulcers. The surgeon definitely stated prior te 
resection his opinion as to whether the lesion was 
benign or malignant in 24 patients. An erroneous diag- 
nosis of carcinoma was made in 13 of these 24 patients. 
The Billroth 2 type of gastric resection was the pro- 
cedure most frequently employed (in 76 patients). Of 
the 7 surgical deaths, 6 were due to generalized peri- 
tonitis; the 7th was due to bronchopneumonia. In 66 
of the patients the ulcer had perforated or penetrated. 
The organ most frequently involved by perforation 
was the pancreas, the liver being next in frequency. 
The majority of the ulcers had circular outlines with 
sharp edges. Microscopic examination of the mucosa 
adjacent to the ulcer showed varying degrees of gas- 
tritis with associated hyperplasia of mucous glands, 
cystic glandular disorganization, and prominence of 
toci of lymphatic tissue in the base of the mucosa. The 
floor of the ulcer consisted of 4 rather indistinct zones; 
(1) a zone of purulent exudate, (2) a zone of fibrinoid 
necrosis, (3) a zone of granulation tissue, and (4) a 
zone of fibrous tissue. The authors conclude that a 
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large benign gastric ulcer cannot always be distin- 
guished from a malignant one by clinical means and 
by palpation at the time of operation. When the sur- 
geon finds a large gastric ulcer on the lesser curva- 
ture or the posterior wall, or both, without obvious 
signs of malignancy, he should not consider the lesion 
to be malignant because of its size alone. The lesion 
should be treated by a subtotal gastric resection if 
possible. 


Acute Ligation of the Portal Vein. F. R. C. Johnstone. 
Surgery 41:958-970 (June) 1957 [St. Louis]. 


Early investigators of acute portal vein ligation ex- 
plained the early cause of death as exsanguination or 
by the production of toxic material. The theory of 
production of toxic materials in the portal blood, 
otherwise inactivated by the liver has been largely 
discredited. The fact that dogs survived chronic ob- 
literation of the portal vein was attributable to anasto- 
motic formation between the superior mesenteric vein 
and the infereior vena cava. 

Death does not result in lower animal forms where 
connections exist between portal and systemic veins, 
as survival is possible where adequate collateral cir- 
culation predominates. In a series of experiments de- 
signed to measure the decrease in circulating blood 
volume following portal vein ligation, animals were 
divided into 3 experimental groups: (1) esophageal 
vessels occluded, (2) no esophageal vessels occluded, 
and (3) no esophageal vessels occluded and heparin 
administered (10 mg. per kilogram). There was a sig- 
nificant increase in survival time for those animals 
with no esophageal ligature, but the presence or ab- 
sence of heparin in nonoccluded esophageal vessels 
was not statistically significant. The experimentally re- 
duced circulatory blood volume (57.9% of original 
volume) estimations are in accord with those of early 
investigators. Reduction of volume in equivalent 
amounts by bleeding did not produce death in these 
animals, and, although, the major cause of death is 
due to this reduction, certain other unknown factors 
are necessarily involved. 

Pancreaticojej tomy. M. K. DuVal Jr. Surgery 
41:1019-1027 (June) 1957 [St. Louis]. 


Since the etiology of recurrent pancreatic inflam- 
matory disease remains an enigma and since nonop- 
erative treatment cannot control the disease, the op- 
erative approach selected assumes great importance. 
Recommended procedures are directed either at sus- 
pected causes or relief of symptoms. Patients were 
selected with a long history of severe episodes of ab- 
dominal pain, interference with nutrition, weight loss, 
floating stools, and personality disorders. Patients in- 
cluded in the above group also had pancreatic calcifi- 
cation, alcoholic histories, diabetes, and narcotics 
addiction. None of the selected patients had pan- 
creatitis associated with biliary disease, ulcerative 
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colitis, mumps, coronary thrombosis, circulatory fail- 
ure, trauma, or surgical operation. Every patient com- 
plained of periodic, violent epigastric pain and of 
svmptoms of 4 years’ duration or longer and weight 
loss. Floating stools and pancreatic calcification were 
significant, and diabetes was considered further 
supportive evidence with either a long history or pan- 
creatic calcification. Inability to concentrate bicar- 
bonate to 90 mEq. per liter per 20-minute specimen in 
the secretin test (Dreiling technique) was found to be 
the most valuable indication of chronic pancreatitis. 
The actual technique of pancreaticojejunostomy is de- 
scribed elsewhere (S. Clin. North America 36:831, 
1956). Complete postoperative patient findings in- 
cluded relief of pain (80%), resumption of normal ap- 
petite and caloric intake, feeling of well-being, weight 
gain, and improvement in outlook and demeanor. 
There was no improvement in glucose tolerance fol- 
lowing relief of pancreatitis among those patients who 
were diabetic prior to the operation. [t is significant, in 
view of the fact that the greatest concentration of islets 
of Langerhans is located caudad in the pancreas, that 
none of the patients developed diabetes after operation 
who had not shown preoperative evidence of impaired 
glucose tolerance. Four patients were addicted to 
narcotics prior to operation, and all were successfully 
withdrawn from the habit within the first 2 weeks of 
operation, none having relapsed. 


Indications for and Results of Resection of Pulmonary 
Tuberculosis. H. Homma. Beitr. Klin. Tuberk. 116: 
628-641 (No. 8) 1956-1957 (In German) [Berlin]. 


Resections for pulmonary tuberculosis have been 
carried out since 1950 at the hospital with which 
Homma is connected. He reviews observations on 
the 33 patients in whom from 6 months to 6 years 
have elapsed since the operation. Four of these pa- 
tients died during the postoperative period (within 3 
months of the operation). All 4 deaths occurred during 
the first 2 years after resectional therapy for tubercu- 
losis was introduced at the author's clinic. The deaths 
were caused by early insufficiency of the bronchial 
stump due to the lack of proper suture material and 
to the fact that resection was carried out in some 
patients with progressive and highly exudative forms 
of tuberculosis. In the remaining 29 patients the spu- 
tum was free from tubercle bacilli immediately after 
the operation and remained so in all but one. Another 
patient died 2 years after the operation, but otherwise 
no early or late deaths occurred after pulmonary re- 
section during the last 4 years. The 33 resections 
included 10 pneumonectomies, 1 bilobectomy, 4 
lobectomies with additional segmental resections, 11 
lobectomies, and 7 segmental resections. 

Resection for pulmonary tuberculosis is still in the 
developmental stage, and its possibilities and indica- 
tions are still largely decided on the basis of individual 
experience. In the course of the last 4 years a con- 
siderable change has taken place in the selection of 
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patients for resectional therapy; it is no longer the 
practice to carry out emergency resections in patients 
with rapidly progressive and practically hopeless 
lesions. A wrong impression of the efficacy of the pul- 
monary resection for tuberculosis would be created if 
these hopeless cases were included in the evaluation 
of the results obtained in patients selected according 
to the more strict criteria that prevail at the present. 
The immediate results of resectional in comparison 
with collapse therapy are extremely favorable chiefly 
because of the immediate disappearance of tubercle 
bacilli from the sputum. the greater preservation of 
the ventilatory function, the shorter period of mor- 
bidity, and the more rapid occupational rehabilitation. 
Whether these extremely favorable early results will 
still be evident after from 10 to 15 years have elapsed 
remains to be seen; until this has been proved, it is 
not justifiable to completely reject the methods of 
reversible collapse therapy in favor of pulmonary re- 
section. 


Causation of Thromboembolic Complications: Evalua- 
tion of Patients Admitted to the Surgical Clinic of the 
University of Frankfurt on Main in the Years Between 
1950 and 1953. F. Heinrich. Beitr. klin. Chir. 194:350- 
382 (No. 3) 1957 (In German) |[Munich, Germany]. 


The histories of 16,033 patients who were operated 
on at the surgical clinic of the university of Frankfurt 
on Main between April 1, 1950, and March 30, 1953, 
were studied in an attempt to find factors which in- 
fluenced the production of thromboembolic complica- 
tions. Of the 16,033 patients, 5,087 were operated on 
in 1950-1951, with thromboembolic complications oc- 
curring in 152; 5,388 in 1951-1952, with thromboem- 
bolic complications occurring in 156; and 5,558 in 
1952-1953, with thromboembolic complications occur- 
ring in 199. The incidence of thromboembolic compli- 
cations was slightly reduced in the second observation 
period and definitely increased in the third. The in- 
crease in incidence, however, was not statistically sig- 
nificant, since the difference between the incidence in 
the second and third observation periods was smaller 
than the triple median error. Of the 16,033 patients, 
1,107 died between 1950 and 1953. The number ot 
deaths among the patients with thromboembolic com- 
plications and the number of deaths from pulmonary 
embolism as revealed by autopsy showed a statistical- 
ly incontestable increase. These findings show that, 
although the incidence of thromboembolic complica- 
tions did not increase, the ratio of the total mortality 
rate attributable to thromboembolic complications 
was increased, 

Of the 507 patients with thromboembolic complica- 
tions, autopsy revealed pulmonary emboli in 142, 
arterial emboli in 39, venous thrombosis in 190, and 
arterial thrombosis in 110. Location of thrombosis 
seemed to depend primarily on circulatory factors in 
the sense of slowing of blood flow, while the location 
of emboli depended mainly on the anatomic and 
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hemodynamic factors. The incidence of thromboem- 
bolic complications was not higher in women than in 
men. The risk of embolism was greatest in patients 
between the ages of 70 and 74 years. The ratio of 
obese patients among the surgical patients with throm- 
boembolic complications was statistically smaller than 
that among a mixed group of patients. There was a 
preponderance of women among the obese patients. 
There was a high ratio of malignant tumors among 
the primary diseases of patients with thromboembolic 
complications. Some clinicians consider the possibility 
of intoxication caused by the tumors. It seems, how- 
ever, less far-fetched to consider prolonged bed rest 
and greater weakness of these patients responsible for 
the increased tendency to thrombosis, particularly 
since a major operation frequently may offer the only 
chance of survival in patients with carcinoma. Con- 
cerning the operative trauma, the highest ratio (21%) 
of thromboembolic complications was observed in pa- 
tients subjected to gastrectomy, and next in order was 
the ratio of 13% in patients subjected to major pul- 
monary operations. It was not possible to determine 
the influence of meteorotropic factors in eliciting 
thromboembolic complications, but that does not mean 
that such an influence does not exist. It is quite possible 
that other factors such as primary disease, operative 
trauma, and age exerted a greater influence in these 
patients, so that the influence exerted by the weather 
conditions was not obvious. It was not possible to 
prove that the administration of antibiotics and blood 
transtusions favored the occurrence of thromboem- 
bolic complications. The large number of patients 
with thromboembolic complications who were treated 
with antibiotics might be explained by the primary 
disease which made this type of treatment necessary. 


Treatment of Hyperhidrosis Palmaris (Sweaty Hands): 
A Familial Disease in Japanese. R. B. Cloward. Hawaii 
M. J. 16:381-387 (March-April) 1957 [Honolulu]. 


The author presents observations on 30 patients 
with sweaty hands observed by him over a period of 
17 vears. While the Japanese comprise about 35% of 
the population of the Hawaiian Islands, 25 of the 30 
patients (83.3%) with sweaty hands were Japanese and 
12 of the 25 stated that their family came from Oki- 
nawa. The author has examined the hands of all his 
Okinawan patients and found that about 75% of them 
have hyperhidrosis palmaris in a mild or severe form. 
He regards sweaty hands as both a racial and a 
hereditary disorder. The patient with hyperhidrosis 
palmaris seeks medical aid for 3 reasons: the wet 
hands are embarrassing, a social handicap, or an oc- 
cupational hazard. The condition is often first noted 
in early adolescence. Dripping hands may cause self- 
conscious withdrawal from the group and result in 
serious personality change. The occupational handi- 
cap was demonstrated by the stenographers, whose 
wet hands necessitated constant wiping to prevent 
smearing ink on their shorthand note book or wetting 
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their typing paper. One girl solved the shorthand 
problem by wearing thin white cotton gloves. A drafts- 
man started his day at the draftboard with a dozen 
handkerchiefs piled before him. It was necessary to 
wipe his hands before drawing every line to prevent 
smearing the ink. 

Medical treatment was first tried on 9 of the early 
cases. It consisted of atropine by mouth, formaldehyde 
soaks for the hands, and small doses of x-ray therapy 
on the palms. These measures failed to produce satis- 
factory results. Twenty-one patients were subjected 
to surgical treatment, the 2nd and 3rd thoracic gan- 
glions being removed in the first 4 patients. In the other 
17 the ganglions were not removed but the chain was 
divided at the 3rd or 4th ganglion and sutured outside 
the thoracic cavity. One of the patients who had un- 
dergone ganglionectomy had a recurrence of the 
sweating 5 years later. Two others stated that their 
hands became moist in a warm room. The other 18 
patients have had completely dry hands for from 1 to 
15 years after the operation. The only treatment that 
offers the patient a complete cure is upper thoracic 
sympathectomy. Recent improvements in the surgical 
technique have eliminated the hazards of the operation 
and the morbidity and shortened the postoperative 
convalescence period to less than a week. 


Cancer of Gastric Mucosa: Early Diagnosis. G. Martin 
Arribas. Rev. clin. espan. 65:31-36 (April 15) 1957 (In 
Spanish) [Madrid]. 


Early diagnosis of gastric cancer is possible when 
the cancerous lesion is located in the mucosa of the 
gastric wall or at a depth of not more than 2 mm. At 
this stage of the disease the patients complain of loss 
of appetite, fatigability, nervousness, moderate in- 
somnia, and moderate loss of weight. The gastric 
symptoms consist of a dull gastric pain relieved by 
ingestion of food. Ingestion of food causes a sensation 
of gastric fullness which disappears on taking of 
sodium of bicarbonate. Occasionally the patients com- 
plain of severe tenderness on abdominal palpation. 
The diagnosis is established by roentgen examination, 
which demonstrates the cancerous lesion, no matter 
how small. Gastric cancer is classified into three stages: 
(1) lesions restricted to the parietal gastric mucosa, 
(2) lesions with lymphatic infiltration, and (3) lesions 
with hematogenous spread. Gastric cancer is curable 
in the early period by ample gastric resection. Three 
cases are reported. Two patients, 52 and 46 years old, 
respectively, presented themselves with gastric symp- 
toms of 6 months’ and 2 months’ duration respectively. 
The roentgen picture of the lesion was minimal but 
definite. Gastric resection revealed the lesion to be 
the size of a pea. Histological study of the resected 
specimens revealed an adenocarcinoma in one and a 
papilloma with malignant degeneration of the mucosa 
in the other. The patients are in good health 1'2 years 
and 6 months, respectively, after the operation. The 
third patient, a 74-year-old man, complained of symp- 
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toms of 2 years’ duration. The roentgen picture showed 
a cancerous lesion of the type of an encased niche. 
There was lymph node involvement. Histological 
study of the gastrectomized specimen showed that the 
line of resection passed just below the border of the 
lesion. The surgical treatment of cases of this type 
should consist of a total gastrectomy with resection of 
the lower pole of the esophagus and a splenectomy. 


The Surgical Treatment of Congenital Valvular Pul- 
monary Stenosis Under Direct Vision During Hypo- 
thermia. E. Derra and F. Loogen. German M. Month. 
2:129-132 (May) 1957 (In English) [Stuttgart, Ger- 


many]. 


Since the end of 1955, 9 male and 13 female pa- 
tients between the ages of 5 and 44 years with con- 
genital valvular pulmonary stenosis who had been 
admitted to the surgical department of the Academy 
of Medicine in Diisseldorf, Germany, underwent sur- 
gery by direct vision on the open heart as described 
by Swan in American literature, with the aid of 
hypothermia of about 30 C (86 F) according to 
Zindler’s technique. The patient is placed in a rubber 
suit through which water flows at a temperature of 
from —3 C (26 F) to +5 C (41 F), and in addition the 
patient is covered with a wet bath-towel with which 
pieces of ice are wrapped up so that the melting 
water runs directly down on the patients’ skin. Ot 
the 22 patients with right ventricular pressures higher 
than 70 mm. Hg, 10 had an isolated pulmonary 
stenosis, 11 had a valvular pulmonary stenosis asso- 
ciated with an atrial septal defect, and 1 had both 
valvular pulmonary and infundibular stenosis asso- 
ciated with a small ventricular septal defect. In 8 
patients the associated atrial septal defect was closed 
during a second period of circulatory arrest, a few 
minutes after the valvulotomy had been successfully 
accomplished. 

No significant complications occurred before or 
after the operation, except in 2 patients. One died 12 
days postoperatively of a sudden massive hemorrhage 
from a previously unsuspected duodenal ulcer. The 
other died on the second postoperative day of multiple 
small pulmonary emboli originating from clots on an 
endocarditic pulmonary valve. Comparison of pre- 
operative and postoperative measurements of pul- 
monary arterial and right ventricular pressures showed 
that results were very good in 6 patients with a 
systolic right ventricular-pulmonary arterial pressure 
gradient of from zero to 10 mm. Hg, good in 7 with a 
gradient of from 11 to 30 mm. Hg, and poor in 2 with 
a gradient of more than 70 mm. Hg, although there 
was an absolute drop in right ventricular and a rise 
in pulmonary arterial pressures after valvulotomy. 
The differences in the results are explained by the 
wide variation in the structure of the stenosed valve 
(the right ventricle was not opened, but the infundib- 
ular portion was explored by finger from above). In 
some patients there was, in addition to the valvular 
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stenosis, a marked narrowing (“waist-like”) at the 
base of the valve which prevented the reconstruction 
of a normai outflow opening. 

The advantage of the method used lies in allowing 
one to perform an accurate and localized dilatation 
of the valve without undesirable artifacts. Surgical 
complications, such as have been reported by various 
surgeons using Brock’s method of valvulotomy, are 
almost unknown if hypothermia is skillfully con- 
ducted. The mortality was very low, and only 1 of the 
2 deaths could fairly be ascribed to the operation or 
to the hypothermia. The operation can be performed 
in patients of more advanced age than Brock’s tech- 
nique, as it was shown in a 44-year-old patient with 
electrocardiographic evidence of myocardial damage 
who tolerated the operation well. Surgical interven- 
tion under direct vision also permits the repair of an 
associated atrial septal defect. Surgery by direct 
vision on the open heart is indicated in patients with 
right ventricular systolic pressure at rest of more than 
100 mm. Hg or in those with pressure between 70 
and 100 mm. Hg in the presence of subjective com- 
plaints or signs such as pronounced right ventricular 
hypertrophy revealed by the electrocardiogram. 


Role and Interpretation of Arteriograms in Athero- 
sclerosis and Atherosclerotic Aneurysms. B. Eiseman 
and H. U. Waggener. A. M. A. Arch. Surg. 74:934-943 
(June) 1957 [Chicago]. 


Radiologic visualization of the aorta or of the great 
vessels of the lower extremities was performed in 134 
patients, of whom 33 had atherosclerotic aneurysms 
and 101 had obliterative disease. The obliterative 
process in 57 patients was at or distal to the bifurca- 
tion of the common femoral artery. Thirty cubic centi- 
meters of 50% sodium acetrizoate (Urokon sodium) 
was used as contrast medium for abdominal aortog- 
raphy and 20 cc. of 50% sodium acetrizoate for femoral 
arteriography. The diagnosis of atherosclerotic aneu- 
rysm can be made without its angiographic visualiza- 
tion, and such studies are now employed only when 
the indications for operation are in doubt or because 
of some other complicating factor. Comparison of the 
angiographic profile of arterial aneurysms and _ their 
operative appearance in the 33 patients emphasized 
the limitations of the method in predicting the size of 
the aneurysm, the thickness of the organized throm- 
bus trapped beneath the concentric fibrotic peels of 
which the aneurysm is composed, and the consistency 
of the thrombus. 

Any patient with obliterative arterial disease who, 
after thorough clinical study, is a reasonable candidate 
for direct arterial surgery should have arteriographic 
visualization of the involved vessels. Such studies may 
furnish accurate data as to the level of arterial occlu- 
sion, the length of the occlusive process, its degree of 
encroachment on the lumen of the vessel, and the 
degree and location of collateral circulatory pathways 
and may indicate the condition of the vessels on both 
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sides of the main occluding process. In an occasional 
case they will confirm or deny a diagnosis of oblitera- 
tive disease that normally can be made on clinical 
grounds alone. The discrepancy between angiograms 
and the operative appearance of an atherosclerotic 
lesion, however, emphasizes that marked abnormal 
changes occur prior to their angiographic appearance 
and that both the length of the obliterative lesion and 
the degree of luminal involvement characteristically 
are underestimated by such studies. It is because of 
this discrepancy that surgical exploration of the distal 
artery is routinely performed as the first part of the 
direct surgical approach to atherosclerotic obliterative 
disease when its segmental nature is in doubt. Surgical 
exploration of the distal vessels (superficial femoral or 
popliteal artery) precluded further surgery in 12 of 
the 134 patients. In 5 other patients arteriography 
distal to the main point of obstruction showed evi- 
dence of such diffuse peripheral disease that further 
futile surgical interference was avoided. 

Angiographic and operative changes similar to 
those observed in patients with atherosclerosis were 
found in the major vessels of the lower extremities in 
4 of 8 patients with microscopically proved thrombo- 
angiitis obliterans (Buerger’s disease). The unexpected 
angiographic finding of involvement of large vessels 
in patients with thromboangiitis obliterans compli- 
sates the differentiation of the latter disease from 
atherosclerosis, and the question arises whether throm- 
boangiitis obliterans and atherosclerosis do not repre- 
sent 2 variants of the same disease. 


Problems in the Diagnosis and Treatment of Gas 
Gangrene. W. A. Altemeier. W. R. Culbertson, M. 
Vetto and W. Cole. A. M. A. Arch. Surg. 74:839-845 
(June) 1957 [Chicage]. 


The authors report on 42 patients with clostridial 
myositis (gas gangrene). Clostridium welchii, the most 
important causative micro-organism, was present in all 
but 3 of the 42 patients, either alone or in combination 
with Cl. novvi, Cl. sporogenes and Cl. sordellii. The 
interval between injury and the development of the 
lesion was variable, being as short as 6 hours in 
wounds associated with gross devitalization and con- 
tamination of muscle. The average incubation period 
was 53 hours. Pain was the earliest and most important 
symptom, being secondary to the rapid infiltration of 
the infected muscle by edema and gas. Rapidity and 
feebleness of the pulse usually followed the onset of 
pain and were characteristically out of all proportion 
to the elevation of the temperature. The average pu se 
rate at the time of diagnosis was 118, and the extremes 
were 100 and 160. Early, the blood pressure was 
normal or slightly elevated. Later, it became signifi- 
cantly lowered, falling precipitously in some patients 
to 40 mm. Hg or less. The temperature elevation in 
the early stages varied considerably between 97 F 
(36 C) and 107 F (41.8 C). Fever was not, therefore, a 


reliable index of the severity and extent of the infec- 
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tious progress. A low or subnormal temperature asso- 
ciated with a markedly rapid pulse was indicative of 
a grave prognosis. A state of severe septic shock with 
anuria occurred in 5 patients. The usual malar flush 
associated with pyogenic infections was replaced by 
a peculiar grayish pallor. The mental state was often 
one of apathy and indifference. Stupor, delirium, and 
coma were late symptoms of an overwhelming infec- 
tion. The early appearance of the local lesion, with 
the overlying skin either white, shiny, and tense or 
else essentially normal, was not that of a pyogenic 
infammation. An irritating, dirty, brownish, watery 
discharge with a peculiar foul odor usually escaped 
from the wound. As the swelling increased, the over- 
lying skin became dusky and bronze or khaki color in 
appearance. In far-advanced cases further discolora- 
tion occurred and vesicles filled with dark-red fluid 
appeared on the cutaneous surface. A marked reduc- 
tion in the number of red blood cells or of the hema- 
tocrit or hemoglobin values occurred in many patients; 
the leukocyte count usually was not elevated above 
12,000 to 15,000 per cubic millimeter. Roentgenograms 
taken at intervals of from 2 to 4 hours may aid in the 
differentiation of gas in the soft tissues produced by 
clostridial invasion from that due to mechanical or 
chemical causes. There are no satisfactory laboratory 
tests for the early diagnosis of gas gangrene. Any 
wound in which the presence of clostridial myositis is 
suspected should be explored surgically without de- 
lay. Radical operative treatment, as soon after diag- 
nosis as possible, consists of multiple incisions and 
fasciotomy for decompression and drainage of the 
fascial compartments, excision of the involved muscles, 
or open amputation when necessary. The affected part 
must be adequately immobilized. Penicillin should be 
given intravenously in doses of 1 million units or more 
every 5 hours before and after surgical intervention. 
Tetracyclines, chlortetracycline or oxytetracycline 
preferably, should be administered intravenously in 
doses of 500 mg. every 4 to 6 hours. Polyvalent gas 
gangrene antitoxin should be administered before and 
after the operation, 50,000 units being given every 4 
to 6 hours for 24 to 48 hours in patients with profound 
toxemia and hypotension. Secondary operative pro- 
cedures to facilitate healing or to restore function of 
the wounded extremity should be delayed until the 
infection has been completely controlled. 


NEUROLOGY & PSYCHIATRY 


Subdural Haematoma in An Adult After Air Enceph- 
alography. R. G. Robinson. J. Neurol. Neurosurg. & 
Psychiat. 20:131-132 (May) 1957 [London]. 


The 48-year-old patient whose history is reported 
had fallen down some steps 18 months before and at 
that time had been unconscious for 4 hours. Two 
weeks later dull headaches at the back of the head 
began and persisted. There had been 4 attacks in this 
period when both his arms had been useless. On 
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examination, he was depressed and somewhat agi- 
tated. The optic disk margins were blurred. He had 
a dubious weakness of the left arm. Radiographs of 
the skull were normal. On Feb. 14, a right carotid 
arteriogram was normal, and on Feb. 18 a lumbar 
encephalogram was done with 40 ml. of air. This was 
considered to be normal. On Feb. 26 the headaches 
were much worse, and he had a sudden short period 
of blindness. The next day he had poor upward gaze, 
slight left facial weakness, weakness of the left arm, 
and increased tendon jerks in the left arm and right 
leg; the right plantar response was extensor. On March 
4 he was very drowsy, the left pupil was fixed and 
dilated, there was a left ptosis, and the left plantar 
response was extensor. A left carotid arteriogram 
showed that the left cerebral vessels were displaced to 
the left by a right-sided mass. On March 5, ventricu- 
lography was done by posterior bur holes under local 
anesthesia. The radiographs showed a large right- 
sided mass. A right midparietal bur hole was made, 
and a large subdural hematoma was evacuated. The 
brain expanded, but the patient died that night. 

This patient died because it was not realized soon 
enough that he might have a subdural hematoma as 
a result of the encephalogram. Earlier treatment would 
have saved him. It was thought that he had a midbrain 
tumor which had escaped radiologic recognition. The 
physician whose patient deteriorates after enceph- 
alography is in a quandary. He is naturally reluctant 
to inflict further diagnostic procedures on his patient. 
The probability is that the patient had some untreat- 
able condition. In rare cases the investigation has pre- 
cipitated a subdural hematoma, and if there are any 
such doubts then the necessary bur holes should be 
made forthwith. It is possible that this complication 
is commoner than has been reported. 


The Occurrence of Epileptic Fits in Leucotomized 
Patients Receiving Chlorpromazine Therapy. D. W. 
Liddell and N. Retterstél. J. Neurol. Neurosurg. & 
Psychiat. 20:105-107 (May) 1957 [London]. 


The authors used chlorpromazine in doses of from 
100 to 600 mg. daily in 75 mentally disturbed patients. 
Twenty-one of these patients had previously under- 
gone prefrontal leukotomy but still showed behavior 
disorders. Epileptic fits developed during chlorproma- 
zine treatment in 7 of the previously leukotomized 
patients. These 7 patients had also previously received 
electroconvulsive therapy, but so had all of the other 
patients, who had not undergone leukotomy. The 
epilepsy of the 7 patients, one of whom died in status 
epilepticus, seemed closely related to the chlorproma- 
zine medication. In 5 of the patients the fits occurred 
a few days after the treatment was started and in 1 
patient a few days after the treatment was discon- 
tinued. In 2 patients the fits were mainly unilateral. 
Five of the patients had not had epileptic fits after 
the operation, while the remaining 2 had had no fits 
for a period varying from 2'2 to 4'2 years. Electro- 
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encephalographic invesiigations demonstrated that the 
disturbances arose frontally, and a focus of epileptic 
activity was found in one or other or both frontal 
lobes. The authors suggest that when chlorpromazine 
is given to patients who have undergone leukotomy, 
it should be combined with antiepileptic treatment. 


On Static Atactic Functional Disorders Caused by 
Alcohol: A Comparative Study of Different Beverages. 
T. A. Pihkanen. Quart. J. Stud. Alcohol 18:183-189 
(June) 1957 [New Haven, Conn.]. 


To study the static atactic swaying due to alcohol 
intoxication the author carried out a series of experi- 
ments, applying the so-called modified Romberg test, 
to ascertain the degree of static ataxia caused by two 
experimental beverages, namely, Finnish blended 
brandy containing 32.6% alcohol by weight, and beer 
containing 3.6% alcohol by weight. The test dose in 
each case was 1 Gm. of absolute alcohol per kilogram 
of body weight, in the form of either blended Finnish 
brandy or beer, divided into 6 equal, regularly spaced 
drinks taken on an empty stomach during the first 60 
minutes of the experiment. Besides certain other tests, 
the quantative Romberg test was performed at the 
beginning of the experiment and again after 60, 120, 
and 240 minutes. The subjects were 12 men, all volun- 
teers, varying in age from 22 to 43 years. All of them 
were moderate users of alcohol. Compared with the 
predrinking value the increase of swaying in the men 
who had taken blended brandy was statistically sig- 
nificant at 60, 120, and 180 minutes. In the beer series, 
on the other hand, the highest value at 120 minutes 
could hardly be considered significantly different from 
the predrinking value. In the brandy series the maxi- 
mum disturbance was produced earlier than in the 
beer series. Further, the maximum in the brandy series 
was more pronounced, showing (at 60 minutes) an 
increase in swaying of 131%, whereas the maximum 
(at 120 minutes) of the beer series was only 37% higher 
than the predrinking value. Individual differences in 
reaction were considerable. The question of the corre- 
lation between blood alcohol and swaying requires 
further investigation. 


Meralgia Paresthetica. H. Stevens. A. M. A. Arch. 
Neurol. & Psychiat. 77:557-574 (June) 1957 [Chicago]. 


The symptoms of meralgia paresthetica are pain, 
numbness, itching, or other dysesthesias in the dis- 
tribution of the lateral femoral cutaneous nerve of the 
thigh, that is, over the anterolateral aspect of the 
thigh, usually in an elliptical patch and usually unilat- 
eral. The perception of pinprick and touch is often 
diminished or lost. There is no motor disturbance; the 
lateral femoral cutaneous nerve is entirely sensory. 
The author reviews literature reports and reports ob- 
servations on 42 patients with meralgia paresthetica, 
encountered over a period of 7 years. Only 16 were 
referred for neurological examination, primarily for 
sensory defects involving the thigh. In the other 26 
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the disease was discovered by inquiry into the pres- 
ence of dysesthesia of the thigh and by direction of 
the sensory examination to this area. The patient with 
meralgia paresthetica may be seen first by the general 
practitioner, internist, orthopedist, obstetrician, or sur- 
geon. Meralgia paresthetica is common, it occurs 
through a wide range of ages, and it is almost always 
benign and rarely due to sinister disease. However, a 
careful neurological and physical examination is re- 
quired to rule out causes other than nonspecific neu- 
ritis, e. g., neoplastic or degenerative disease. The diag- 
nosis of idiopathic meralgia paresthetica should be 
suspected (1) if the area of objective or subjective 
sensory defect exceeds the well-circumscribed area of 
distribution of the lateral femoral cutaneous nerve, 
(2) if other neurological signs or symptoms coexist, 
and (3) if there is a history of intra-abdominal disease. 
The last has been known to implicate the nerve, and 
this may be a manifestation of intra-abdominal or 
intrapelvic disease. 

Many causes have been suggested for meralgia 
paresthetica in the literature, and the author believes 
that some deserve further comment, particularly those 
observations that suggest mechanical forces affecting 
the lateral femoral cutaneous nerve at or near the 
inguinal ligament or iliac crest. Dissection of the lateral 
femoral cutaneous nerve of the thigh in 47 cadavers 
revealed multiple variations, but none that would 
necessarily cause vulnerability to meralgia paresthet- 
ica. Treatment in the series of patients reviewed con- 
sisted exclusively of laissez-faire management. The 
benign nature of the mononeuritis was explained and 
the patient reassured. Contrary to the recommenda- 
tion of many authors, surgery was not advised. Follow- 
up examinations of the patients with classic meralgia 
paresthetica justifies this position. The prognosis 
varied, but in most the dysesthesia persisted, being 
often intermittent and occasionally precipitated by 
standing, walking, or pregnancy. It was rarely dis- 
tressing or disabling. 


A Two-Year Comparative Study of Ataraxics in Neuro- 
psychiatric Patients. V. M. Pennington. J. Am. Geri- 
atrics Soc. 5:421-429 (April) 1957 [Baltimore]. 


Clinical trials of ataraxic drugs have been conducted 
on 2,360 neuropsychiatric patients including those 
with schizophrenia, manic-depressive psychosis, epi- 
lepsy, Huntington’s chorea, meningoencephalitis syph- 
ilitica, and senile and arteriosclerotic psychoses. Of 
350 patients, who had received 11,320 shock treat- 
ments in the course of a year, selected from among 
451 patients whose disease was chronic, 20% (70) were 
allowed to go home, all save a very few returning to 
the hospital when the effect of shock therapy wore off. 
Six months treatment with reserpine enabled 42.8% 
(150) to return home, only 20% (30) returning to the 
hospital, most of whom had discontinued the medica- 
tion. Even those patients remaining in the hospital 
were noted as improving in clarity of thought, coher- 
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ence, orientation, rapport with associates, cleanliness, 
application to gainful occupation, interest in life, 
pride in self, responsiveness, and ability to live quietly 
and peacefully. It is remarkable that many of the 
patients who had spent from 10 to 30 years in the 
wards for the disturbed and had benefited only slightly 
from shock and other therapies were still at home 2 
years later, still taking the prescribed dosage of reser- 
pine. The side-effects of reserpine included pytalism, 
tremor, and muscular aches and pains, with 3 patients 
(0.3%) developing Parkinsonism. Dermatitis caused 
chlorpromazine therapy to be discontinued in many 
cases, but no Parkinsonism, agranulcytosis, or jaundice 
had occurred despite the relatively high dosage. 

Meprobamate, an excellent somnifacient and the 
most popular ataraxic among the patients, was suc- 
cessful in many patients (82%) in that it dispelled 
delusions and hallucinations and reduced the tension 
and anxiety that predispose to noisy, assaultive, hyper- 
kinetic behavior. Meprobamate relieved hyperhidrosis 
and mitigated the acrid odor of sudoral secretion. The 
whole root of Rauwolfia serpentina with side-effects 
similar to but markedly less than reserpine was suc- 
cessful in patients with senile and arteriosclerotic 
psychoses. Pipradol, a useful analeptic in conjunction 
with reserpine and meprobamate, cleared the thinking 
in arteriosclerotic and contused senile patients; its 
action, centered in the cortical and subcortical areas, 
stimulated interest and attention and alleviated de- 
pression. Methyl-phenidyl-acetate was effective in 
apathetic, negativistic, dull, inert individuals, stimu- 
lating them to activity and cleanliness. A double-blind 
study of 5 ataraxic drugs carried out in 196 patients 
showed the longest duration of beneficial effect with 
reserpine and the highest rate of improvement with 
chlorpromazine. Rauwolfia and chlorpromazine had 
side-effects which were labeled “annoying,” while 
meprobamate and azacyclonol had no side-effects. All 
of these drugs induced varying degrees of reduction 
in blood pressure. Since the inauguration of this 
chemotherapy, no treatment other than supportive 
psychotherapy has been administered at this institu- 
tion. All of the patients, including those on the so- 
called disturbed and violent wards, are quiet and 
orderly and wear clothing, temporary seclusion being 
necessary only occasionally. 


Electrocardiographic Changes in Patients with Acute 
Carbon Monoxide Poisoning. A. \lyschetzky. Ugesk. 
leger 119:615-615 (May 16) 1957 (In Danish) [Copen- 
hagen]. 


Electrocardiographic examination of 67 patients 
with acute carbon monoxide intoxication revealed 
changes which were ascribed to the intoxication in 40 
patients, of whom 9 were under 50, 10 were between 
50 and 60, and 21 were over 60. Fifteen died. The 
most frequent changes, in the order of their frequency, 
were abnormalities in the T waves, sinus tachycardia, 
changes in the S-T segment. and auricular fibrillation 
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or flutter. In some cases the changes disappeared. In 
19 of the patients with abnormal electrocardiograms 
there were also electroencephalographic, clinical, or 
pathological signs of cerebral injury. 


The Scope for Hypnosis in General Practice. A. Fry. 
Brit. M. J. 1:1323-1328 (June 1) 1957 [London]. 


Hypnosis in general practice is of necessity simple 
and involves sessions of brief duration. Fixed gazing 
and verbal suggestion were found to be the most 
successful for the induction of hypnosis. The methods 
utilized varied with the individual cases with the ex- 
ception that no drugs were used. Slight degrees of 
hypnosis (hypnoidal and light trance) were usually 
sufficient but were generally replaced by deeper states 
in the treatment of obsessional and anxiety cases. The 
degree of hypnosis was unsuccessful, 14%; hypnoidal 
and light trance, 63%; medium trance, 9%; and deep 
trance, 14%. In those cases involving no deep-rooted 
causes or conflicts, light hypnotic state is sufficient to 
permit removal of the patient's symptoms by sugges- 
tion. Deeper states are required in the treatment of 
neurotic and psychosomatic disorders, as relapse is 
characteristic of those groups in whom superficial 
treatment has failed to abrogate the causative factors 
still partly submerged at the subconscious level. The 
largest group of patients treated were those with 
psychosomatic and psychoneurotic disorders, while 
the most resistant cases included the obsessional pa- 
tients and adult asthmatics. Patients so treated were 
able to stop taking hypnotic, analgesic, and anti- 
cholinergic drugs or drastically reduce their use, and 
several patients were able to stop smoking permanent- 
ly. None of the patients exhibited any deterioration of 
their original condition as a result of hypnotherapy. 


GYNECOLOGY & OBSTETRICS 


Evaluation of the Prediabetic State During Pregnancy. 
E. R. Carrington, C. R. Shuman and H. S. Reardon. 
Obst. & Gynec. 9:664-669 (June) 1957 [New York]. 


The prediabetic state associated with pregnancy has 
been recognized of late as an important cause of fetal 
wastage, which is higher in the unrecognized pre- 
diabetic than in the patient with well-controlled 
diabetes. The principal maternal abnormality is hyper- 
glycemia (associated with insulin deficiency) resulting 
from a defective carbohydrate tolerance. This state 
may be aggravated by at least 2 hormonal alterations: 
increased level of corticosteroids and possible increase 
in growth hormone. Patients were selected who gave a 
history that included any one or more of the following: 
(1) family history of diabetes; (2) history of intrauterine 
fetal death; (3) delivery of infants exceeding 4,500 Gm. 
(10 Ib.); (4) glycosuria during pregnancy; (5) hydram- 
nios; and (6) repeated abortions or premature labors. 
Glucose-tolerance tests were regarded as normal when 
the blood sugar level was 120 mg. per 100 cc. or less 
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within two hours. Fasting values greater than 120 mg. 
per 100 cc. were found in overt diabetes. Patients were 
classified in 1 of 3 groups depending on the degree of 
deviation from normal pregnancy values: group 1 
(suspicious), 120-140 mg. per 100 cc.; group 2 (pre- 
diabetic), 140-170 mg. per 100 cc.; group 3 (gestational 
diabetes) over 170 mg. per 100 cc. Indications for early 
delivery in those patients in whom abnormal curves 
were discovered in the prenatal period included a 
persistent abnormality in carbohydrate tolerance in 
women whose histories revealed high fetal loss with 
previous pregnancies, the appearance of a toxemia 
which was not readily reversed, or the development of 
hydramnios. 

In the authors’ series, the fetal mortality rate was 
1.7% when the prediabetes was discovered early in 
pregnancy and 28.6% when it was discovered late or 
after delivery. The fetal mortality rate for these women 
in previous pregnancies was 30%. Labor before term 
occurred spontaneously or was induced in 50% of the 
women whose prediabetes was diagnosed early. 


Endometrial Lavage as an Aid in the Diagnosis of 
Carcinoma of the Endometrium. D. G. Morton, J. G. 
Moore and N. Chang. West. J. Surg. 65:113-125 (May- 
June) 1957 [Portland, Ore.]. 


Whereas cytologic study of the vaginal smear has 
proved of great value in detecting cancer of the cervix 
at an early stage, the vaginal smear has not been very 
reliable in the detection of carcinoma of the endo- 
metrium. The authors attempted to obtain representa- 
tive samples of material from the endometrial cavitary 
for smearing and cytological study by injecting a small 
quantity of sterile saline solution into the uterine 
cavity and aspirating the return flow from the posterior 
vaginal fornix. After exposure of the cervix by means 
of a bivalve speculum, an ordinary vaginal smear is 
made. Mucus and blood are wiped away, and after 
the direction of the uterine cavity has been determined 
a small cannula is inserted just past the internal os. A 
syringe containing sterile saline solution is attached to 
the end of the cannula, and 3 to 4 cc. of solution is 
injected into the uterine cavity under low pressure. 
The cannula is withdrawn, and the fluid allowed to 
run back into the posterior vaginal fornix, from which 
it is sucked up into the syringe again. It is then de- 
posited in a centrifuge tube and sent to the laboratory. 
Samples of the centrifuged sediment are sucked up 
with a micropipette and smeared on slides previously 
treated with egg albumin. The slides are fixed in the 
ether-alcohol solution for 30 seconds. If the specimen 
is bloody, the slides are removed and treated with 
1/10 N hydrochloric acid solution for 1 minute and 
then returned to the fixative. The fixed slides are 
stained by Papanicolaou’s technique. 

Since the initiation of the project, 797 lavages have 
been obtained from 673 patients. The method accu- 
rately diagnosed cancer in the uterine cavity in 24 of 
26 histologically proved cases. There were 11 false- 
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suggestive or false-positive cases. In 655 instances both 
a lavage specimen and a vaginal smear were available 
for study. Endometrial cells were identified in 553 of 
the lavage specimens, or 84.4%, while such cells were 
found in only 52 of the vaginal smears, or 7.9%. These 
results indicated clearly the superiority of endometrial 
lavage as a sampling technique for endometrial cells 
and suggested that the probability of finding positive 
cells in cases of adenocarcinoma of the endometrium 
would be greatly enhanced. The authors conclude that 
this diagnostic technique could be of great assistance 
in the management of irregular and excessive men- 
struation and of intermenstrual spotting at or near 
the menopause. 


Occult Carcinoma of Breast. A. F. Nogues. Obst. & 
ginec. latino-am. 15:117-121 (March-April) 1957 (In 
Spanish) [Buenos Aires]. 


Undetectable primary carcinoma of the breast is 
clinically recognized by the presence of a unilateral 
or bilateral axillary enlarged lymph node. The author 
reports 6 such cases in women between the ages of 
41 and 70 years. The enlarged axillary node was noted 
by the patient 1 month to 2% years prior to the con- 
sultation. It was apparently static or slowly growing. 
The breast was apparently normal, although slightly 
enlarged. In one patient there was a blood discharge 
from the nipple. A diagnosis of secondary cancer from 
inapparent cancer of the breast was made by histo- 
logical study of the resected lymph node, by biopsy of 
the breast, or by examination of the bloody secretion 
from the nipple. A radical operation was performed 
in 5 cases. Histological examination of the removed 
specimen showed that the tumor of the breast was 
scirrhous in 2 patients, medullary in 1, comedocarci- 
noma in 1, and sarcoma in 1. This type of cancer is 
very malignant. The treatment consists of a radical 
mastectomy followed by postoperative, deep roent- 
gentherapy. 


The Hypophysectomy Program for Advanced Breast 
Cancer: A Preliminary Report. V. P. Hollander, G. 
Crutchfield and J. Martinez. Virginia M. Month. 84: 
286-289 (June) 1957 [Richmond]. 


Approximately half of the patients with breast 
cancer have tumors that are sensitive to estrogen and 
should benefit by the removal of this growth stimu- 
lant. Oophorectomy removes the major source of es- 
trogen in premenopausal women, whereas the adrenal 
cortex is a significant source of estrogen in postmeno- 
pausal patients or in those with a recurrence after 
castration. Hypophysectomy removes the source of 
the follicle-stimulating hormone and corticotropin, the 
hormones that stimulate the ovary and the adrenal to 
estrogen production. It is possible that some remissions 
after hypophysectomy are due to the removal of the 
growth hormone, prolactin, or some other pituitary 
factor. It is difficult to select patients for hypophysec- 
tomy. It might appear advisable to defer ablative 
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surgery as long as possible and then perform adrenal- 
ectomy first, reserving hypophysectomy for those pa- 
tients in whom adrenalectomy fails or in whom it is 
followed by relapse. Hypophysectomy can be done as 
the first palliative treatment for the generalized dis- 
ease. Because endocrine ablative procedures have 
given higher remission rates than treatment with 
exogenous steroid hormones, the authors have reserved 
the latter for the treatment of relapses after ablative 
surgery. 

All 9 patients reviewed in this paper had progressive 
metastatic disease. Three of them had not as vet 
reached the menopause, and castration had produced 
unsatisfactory results. Preoperative care in hypophy- 
sectomy is essentially the same as for bilateral adrenal- 
ectomy. The night before the operation the patient 
is given 6 intramuscular injections of 50 mg. of corti- 
sone acetate at hourly intervals. On the morning of 
the operation 100 mg. of cortisone acetate is given by 
mouth. The hypophysectomy is carried out through 
a transfrontal approach. The histories of 2 women in 
whom the hypophysectomy achieved striking objec- 
tive improvement are presented. Two of the 9 patients 
died after the operation; one patient failed to respond; 
4 achieved striking remissions; and in 2 the pain was 
greatly relieved, but they will require further evalua- 
tion. The results obtained encouraged the authors to 
utilize hypophysectomy as a major palliative treat- 
ment for advanced breast cancer. 


The Hazards of Intrauterine Pessaries: An Evaluation. 
R. W. Weilerstein. West. J. Surg. 65:157-160 (Mavy- 
June) 1957 [Portland, Ore.]. 


The Federal Food and Drug Administration regu- 
lates interstate commerce in dangerous or misbranded 
devices. To assist in the evaluation of the status of the 
intrauterine pessury, questionnaires were sent to 187 
diplomates of the American Board of Obstetrics and 
Gynecology. Their replies described not only the gold- 
plated and latex-covered pessaries but also glass, silver, 
aluminum, and hard rubber stem intracervical and 
ring intrauterine pessaries which they had found on 
surgery in uteri of patients made ill by their presence. 
Replies were received from 129 of the 187 gynecolo- 
gists, of whom 101 were definitely opposed to the 
continued distribution of intracervical pessaries for 
any medical use; 18 were opposed to their use but felt 
that under certain qualifying circumstances they could 
be legitimately used; and 9 were favorable to their 
continued use but felt that some restriction as to their 
use should be observed. Only one physician stated 
unqualifiedly that he considered them to be safe and 
efficacious. 

The replies indicated that 179 women suffered 
severe illness or injury due to intracervical or intra- 
uterine contraceptive pessaries. The reported effects 
included infection and its complications, imbedding, 
irritation, perforation, migration, coincident ectopic 
pregnancies, and cervical carcinoma. In 2 of these the 
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pessary was imbedded in the cancer. The author be- 
lieves that the limited indications for the use of the 
intracervical pessary in the surgical treatment of 
dysmenorrhea or anteflexion of the uterus can be met 
by using other methods than the intracervical, intra- 
uterine stem, or wishbone pessary, which is widely 
sold for contraceptive purposes. The consensus of 
experts overwhelmingly condemns the continued dis- 
tribution of intracervical and intrauterine pessaries for 
any medical purpose. 


Hyperthyroidism and Pregnancy: Clinical and Statisti- 
cal Observations on 46 Patients. P. Battarino and A. 
Capodacqua. Minerva ginec. 9:263-269 (April 15) 1957 
(In Italian) [Turin, Italy]. 


Forty-six pregnant women with hyperthyroidism 
were admitted to a hospital in Bari during the period 
1925 to 1955. The same hospital received during the 
same period a total of 45,057 pregnant women. Eight- 
een patients had exophthalmos, 14 a simple goiter, 1 
a cystic goiter, 7 other forms of hyperthyroidism, and 
6 had been subjected to thyroidectomy some time be- 
fore pregnancy. The average age of the patients was 
31.1 years. About one-fourth of the patients were 
primiparas. Seven patients, 4 with exophthalmos, 2 
with hyperthyroid goiter, and | with another form of 
hyperthyroidism, had a premature delivery. Gestosis 
occurred in 7 patients with exophthalmos. Three pa- 
tients had cartiopathy, 2 patients had goiter, and 1 had 
exophthalmos. Pregnancy had a bad effect on hyper- 
thyroidism in 11 patients and a good effect in 1 patient. 
Seven of the 11 patients had exophthalmos. The con- 
dition remained stationary in the remaining patients. 
Hyperemesis caused therapeutic interruption of the 
pregnancy in 2 patients. A total of 25 fetuses were 
delivered. Five of them died. Vive patients had a 
pathological puerperium. Thirty-six patients were 
subjected to medical treatment: 1 improved, 27 re- 
mained stationary, and § got worse. The thyroid sym- 
toms were checked in 4 patients that were subjected 
to surgical treatment, but 3 of these patients had 
abortion. The remaining 6 patients had been subjected 
to operation on the thyroid long before they became 
pregnant. Hypothyroidism was not present in these 
patients during pregnancy. These 6 patients had a 
total of 15 pregnancies, 10 of which were carried out 
normally; | was interrupted during the 7th month, and 
4 aborted. Two of the 12 fetuses horn alive from these 
patients died. 


Surgery Alone for Endometrial Carcinoma. E. C. 
Sandberg and C. E. McLennan. Obst. & Gynec. 9: 
70-675 (June) 1957 [New York]. 


While radiation (usually intrauterine radium ) 
coupled with surgery appears to be the favored meth- 
od of treatment of endometrial carcinoma, there are 
recent evidences that the advocates of preoperative 
radiation are being seriously challenged. One hundred 
thirty-three patients with endometrial carcinoma 
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treated over a 15-year period form the basis of this re- 
port. The standard procedure in the surgically treated 
group of 79 patients was total hysterectomy with 
adnexal excision, including preliminary suture closure 
of the cervix and tubes. Preoperative irradiation of the 
28 patients treated with both radium and surgery was 
effected variously by intrauterine tandem, Y-shaped, 
or 5-portal triangular applicators. Twenty-five patients 
were treated by irradiation alone, receiving from 4,000 
to 7,200 mg.-hr. of intrauterine radiation. The survival 
rates (irrespective of the type of therapy) were 80.7% 
and 54.5% for the 5-vear and 10-year follow-ups re- 
spectively. The large discrepancy between the 2 sur- 
vival figures is attributed to death due to intercurrent 
disease between the 5th and 10th year. This discrep- 
ancy is believed to be enhanced by the age-of-onset 
factor, for which no statistical compensating device is 
available. Radiation alone gave the poorest results, 
due to the inherent inability of intrauterine radium 
to destroy cancer within the myometrium or adnexal 
structures. Twenty patients whose clinical stage of 
disease was comparable to that of the women in the 
clinically operable group were treated with radiation 
alone, 55% surviving for 5 years. Of those women 
whose uteri were removed, 90% survived irrespective 
of whether preoperative radiation was utilized. An un- 
usually high survival rate (95%) was noted where there 
was no gross extension of the tumor beyond the intra- 
pelvic generative organs and where tumor in the 
operative specimen was confined microscopically to 
the uterus regardless of the depth of myometrial pene- 
tration. No attempt was made to correlate survival 
rate with uterine size or with tumor differentiation. 
Use of preoperative radiation seems wasteful from the 
standpoint of the patients’ time and money and ap- 
pears to offer no improvement in prognosis, while 
hysterectomy has been of such import that it is ad- 
judged the common denominator of successful therapy. 


Choriocarcinoma of the Uterus with Report of Two 
Cases. E. S. Groseclose. Virginia M. Month. 84:296- 
303 (June) 1957 [Richmond]. 


Choriocarcinoma has been known for years as 
chorionephithelioma, but, because this term is mis- 
leading, it has been discarded in favor of choriocar- 
cinoma. This highly malignant tumor arises as a 
malignant change of the trophoblastic tissue and 
therefore may develop following a full-term preg- 
nancy, a miscarriage, an early abortion, or more fre- 
quently a hydatidiform mole. It is generally accepted 
that about 40% of cases of choriocarcinoma develop 
after a hydatidiform mole, 35% after abortion, and 
25% after a full-term pregnancy. Choriocarcinoma is 
so rare that many large clinics do not have even a 
single case on record. The author observed 2 women 
with this form of malignancy in the course of 5 years. 
Both of these patients died. The first patient, a 49- 
year-old woman with symptoms of menopause, had 
an extensive friable hemorrhagic tumor in the uterus 
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with metastases in the sigmoid colon and in the lungs. 
Friedman’s test was persistently negative. In the sec- 
ond patient, a 3l-year-old woman, the choriocar- 
cinoma arose 3 years after the expulsion of a hydatid 
mole. Pulmonary metastases were present, but death 
probably resulted from a cerebral hemorrhage 2 
months after the operation. 

Early diagnosis is vital in choriocarcinoma and is 
accomplished by means of tissue studies, x-ray ex- 
amination, and hormone tests. The primary and the 
most frequent symptom of choriocarcinoma is bleed- 
ing, and any bleeding after miscarriage or pregnancy 
should cause suspicion of carcinoma. In some cases, 
the appearance of metastases in distant organs, espe- 
cially the lungs, brain, vagina, or vulva, may be the 
first indication of a choriocarcinoma. This neoplasm 
most frequently appears as a somewhat circular, cir- 
cumscribed raised or nodular mass of dark reddish 
hemorrhagic tissue of grumous consistency, involving 
some portion of the uterine wall. It may show surface 
ulceration or present as a smooth, slightly elevated 
surface. The tumor may also develop within the wall 
of the uterus (intramural variety) and may not be 
reached when curettement is done. It is in this variety 
that the diagnosis is so often missed. The lesion in the 
uterus may be comparatively small even in the pa- 
tient who dies from extensive metastases. The pri- 
mary uterine lesion sometimes undergoes complete 
regression, and death occurs from widespread metas- 
tases. Microscopically, choriocarcinoma is character- 
ized by a disorderly growth of trophoblastic tissue, 
usually in alveolar fashion, invading the uterine 
muscle, with a gradual destruction of the myometrium 
and extensive coagulation necrosis and hemorrhage. 
The villous pattern usually is soon lost, though slight 
traces may remain. Both layers of the trophoblast, the 
Langhans and syncytial, are involved in the invasive 
process, but in varying degree. The accepted method 
of treatment is panhysterectomy followed by irradia- 
tion therapy. The mortality is high, approximately 70 
to 80%. The prognosis is grave in all cases, especially 
in those with distant metastases. 


OPHTHALMOLOGY 


Angioid Streaks and General Arterial Disease. H. G. 
Scheie and T. F. Hogan. A. M. A. Arch, Ophth. 57: 
855-868 (June) 1957 [Chicago]. 


Ten patients are presented to offer evidence of the 
close relationship between angioid streaks of the re- 
tina, pseudoxanthoma elasticum, and clinical signs of 
widespread vascular disease. All patients had angioid 
streaks of the retina. Macular degeneration was pres- 
ent in 8. Pseudoxanthoma elasticum was evident in 8 
patients. One patient had advanced Paget's disease 
and another had signs suggestive of this disease. All 
patients had clinical evidence of arterial disease. In- 
volvement was most marked in the lower extremities. 
The arteries of the upper extremities were involved 
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in 6 patients. Pulses were diminished or absent. Ar- 
terial occlusion of varying degrees was present. X-rays 
revealed calcification in many of the medium and 
larger-sized arteries of the extremities. Intermittent 
claudication was a common complaint. Evidence of 
cardiac disease and myocardial damage was found in 
3 patients. One patient had an aneurysm of the in- 
ternal carotid artery and another had an aneurysm of 
each common carotid artery. Calcification was found 
in the walls of the aneurysms. A patient showed cal- 
cification of the choroid plexus of the brain and an- 
other calcification of the internal carotid artery. 
Bilateral calcification of the renal arteries as well as 
of the celiac axis was seen in another patient. No 
disturbance in metabolism was demonstrated. The 
mechanism underlying the degenerative process is 
obscure. A close relationship of the angioid streaks, 
pseudoxanthoma elasticum, and generalized arterial 
disease is emphasized. Physical examination should 
be carefully carried out on any patient with obscure 
arterial disease, especially if occlusive in nature. The 
arterial disease can dominate the clinical picture, or 
even occur alone, as can angioid streaks of the retina 
or pseudoxanthoma elasticum. 


PEDIATRICS 


Congenital Unilateral Multicystic Kidney Associated 
with Maternal Rubella. E. L. Lipton and L. J. Scorda- 
maglia. J. Pediat. 50:730-733 (June) 1957 [St. Louis]. 


A congenital unilateral multicystic kidney was found 
during the first examination on the day of birth in a 
male infant who was delivered with the aid of low 
forceps. Surgery was performed on the 6th day of 
life. The right kidney, liver, pancreas, and other 
abdominal viscera were examined and considered 
normal. The operation and subsequent period were 
grossly uneventful. The infant was discharged on the 
14th day of life in excellent condition. Subsequent 
outpatient examinations revealed normal growth and 
development. Whether the maternal rubella infection, 
diagnosed in the first trimester of pregnancy, was 
etiologically related to the pathology is not known; 
the association seems rather suggestive in view of the 
known adverse effects of this disease on the developing 
fetus. Congenital unilateral multicystic kidney is etio- 
logically, therapeutically, and prognostically unrelated 
to congenital polycystic kidney disease. The mass may 
be extirpated if the contralateral kidney is normally 
functioning, and a normal life span can be assured. 


Aminophylline Toxicity. H. Soifer. |. Pediat. 50:657- 
669 (June) 1957 [St. Louis]. 


Aminophylline toxicity occurred in 37 pediatric pa- 
tients with respiratory ailments; 11 died. Aminophyl- 
line is a potentially toxic drug that may cause severe 
reactions or even death, due usually to overdosage or 
to hypersensitivity. Symptoms of toxicity caused by 
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aminophylline are chiefly restlessness and frequent 
vomiting. More than 50% of the patients develop fever 
and convulsions. Albuminuria is an inconstant finding. 
Irreversible damage and death occur if the drug is not 
withdrawn immediately. The rectal administration of 
the drug in suppository form is recommended, since 
aminophylline is not so effective when given orally, 
appears to be most toxic when given intravenously, 
and is painful and irritating to the tissues when given 
intramuscularly. In order to decrease the possibility 
of overdosage, aminophylline should be made avail- 
able in 50-mg. and 100-mg. strengths. The simultane- 
ous administration of aminophylline and ephedrine 
appears to be contraindicated. A suggested dosage of 
aminophylline given rectally is 5 mg. per kilogram of 
body weight every 8 hours. The treatment of amino- 
phylline poisoning is purely symptomatic: it involves 
immediate withdrawal of the drug and the use of ap- 
propriate supportive measures. 


Patients with Infantile Primary Tuberculosis Treated 
with Protected Cortisone Therapy. A. Del Principe, 
E. Canova and R. Potenza. Lotta contro tuberc. 27: 
80-89 (Jan.-Feb.) 1957 (In Italian) [Rome, Italy]. 


Fifteen children, 2 to 12 vears old, 3 with adenop- 
athy, 9 with various forms of tuberculosis, and 3 with 
exudative pleurisy were treated with cortisone com- 
bined with antibiotics. Each child received a dose of 
0.5 mg. per kilogram of body weight per day of 
prednisolone combined with 20 mg. of streptomycin 
and 10 mg. of isoniazid per kilogram per day. Predni- 
solone was administered for an average of 15 days; it 
was discontinued after 7 days in 1 child and after 12 
days in 2 children. Suspension of cortisone therapy 
caused the return of the symptoms present before the 
treatment in 1 child. A second course of prednisolone 
which lasted 15 days had a beneficial effect in this 
child. A first course of treatment did not have much 
effect on 1 patient, but a second course given after 3 
months had a marked beneficial effect. Antibiotic 
therapy was always continued after the suspension of 
cortisone therapy. Best results were observed even 
after 2 or 3 days of treatment in the children with 
pleurisy, and good results were obtained in the chil- 
dren with adenopathy. The treatment had no effect 
on one child with simple tracheobronchial adenopathy. 
Improvement of the general condition of the patients 
was obtained in a short time: the fever dropped and 
the body weight increased. Erythrosedimentation rate 
became normal even before the suspension of the 
treatment. Glycemia and diuresis were always normal. 
All of the children treated are close to recovery. 


Congenital Afibrinogenemia: Report on a New-born 
Infant Without Fibrinogen. B. J. Grossman and R. E. 
Carter. J. Pediat. 50:708-713 (June) 1957 [St. Louis]. 


A report is made on a newborn infant with congeni- 
tal afibrinogenemia because of the rarity of the disease 
and the remarkable coagulation defects. The baby’s 
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delivery was described as a “very difficult midforceps.” 
The mother’s Kahn test was negative and her blood 
tvpe was A, Rh positive. The infant was mature, 
somewhat pale, and in acute distress. Examination led 
to a diagnosis of congenital afibrinogenemia. Despite 
adequate therapy the baby died at 13 hours of age. 
The 2 brothers of the baby have been reported as 
having epistaxis but no other hemorrhagic manifesta- 
tions. There is no history of bleeding in the father. A 
defect in the coagulation mechanism of the father and 
the 2 brothers were observed. The increased clotting 
times indicated a reduction in fibrinogen. Only 31 
patients with apparent congenital absence of fibrino- 
gen have been reported to date. The most striking and 
characteristic findings in all patients is the incoagula- 
bility of the blood since birth. The hemorrhagic mani- 
festations are frequently less severe than those in 
hemophilia. The hereditary pattern of congenital 
afibrinogenemia was given some attention. Cousin 
marriages have occurred in parents or grandparents 
of 7 patients. Siblings with bleeding disorders were 
found in 7 other patients with congenital afibrino- 
genemia; hypofibrinogenemia was reported in 1 or 
more relatives of 4 patients. The fibrinogen levels have 
been normal in other families of patients with congeni- 
tal afibrinogenemia. The use of clotting techniques as 
a sensitive means of detecting fibrinogen deficits is 
discussed. 


Congenital Defects in Infants Following Mumps Dur- 
ing Pregnancy: A Review of the Literature and a 
Report of Chorioretinitis Due to Fetal Infection. J. 
Holowach, D. L. Thurston and B. Becker. J. Pediat. 
50:689-694 (June) 1957 [St. Louis]. 


The relation of maternal mumps to fetal damage is 
not as certain as that of the rubella infection in the 
mother during the first months of pregnancy, which 
may cause fetal death or congenital malformation. It 
has been shown that mumps complement-fixing anti- 
bodies readily cross the placenta. Levels for such 
antibodies are essentially identical in the maternal and 
cord blood. A 6-month-old girl with congenital chori- 
oretinitis is reported on, and the defect has been 
attributed to such an infection. Complement fixation 
and skin testing should be performed 2 months after 
birth in infants with congenital defects following ma- 
ternal mumps to establish this causal relationship. 


Effect of Phenylalanine-Restricted Diet in Phenylketo- 
nuria II. F. A. Horner, C. W. Streamer, D. E. Clader 
and others. A. M. A. J. Dis. Child. 93:615-618 (June) 
1957 [Chicago]. 


Six children with phenylketonuria, 2 boys and 4 
girls, between the ages of 6 weeks and 4% years, 3 of 
whom had been reported on in a previous paper, were 
treated with phenylalanine-restricted diets for periods 
varying from 8 to 22 months. The phenylalanine-free 
diet consisted of a protein hydrolysate basal mix (4.2 
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Gm. per kilogram a day), fat in the form of vegetable 
oil (3 Gm. per kilogram a day), and carbohydrates (10 
Gm. per kilogram a day) for 3 weeks. After the initial 
3-week period, phenylalanine, in the form of natural 
protein, was added to the diet in sufficient quantity to 
maintain the serum phenylalanine level between 3 and 
5 mg. per 100 ce. (usually 3 to 8 Gm. of protein a day). 
Two children who were not placed on the phenylala- 
nine-restricted diet until the 5th year of life showed 
sustained increments in their intellectual functioning. 
One of the 2 children treated in the 3rd vear of life 
showed marked acceleration in her developmental 
pattern, while the other showed little significant 
change after 14 months of treatment. The remaining 
2 patients were newborn infants who were treated 
since the appearance of phenylketonuria at the age of 
6 weeks; they were following a healthy developmental 
pattern after 21 and 7 months of treatment respec- 
tively. 

These observations tend to support the newer con- 
cept that the mental retardation pattern in phenyl- 
ketonuria may not be so severe as initially described 
by Jervis. The treatment of older children with phenyl- 
ketonuria may prove valuable in some patients in 
whom sustained improvement of mental function 
occurs. The treatment of newborn infants with pheny]l- 
ketonuria may prevent the characteristic pro- 
found mental changes often associated with this 
abnormality. Urine examinations for phenylketonuria 
in the newborn period apparently may not give posi- 
tive results before the age of 6 weeks, and negative 
urinary tests for phenylketonuria may, therefore, be 
misleading during the neonatal period. 


Childhood Accidents and Their Prevention. H. Jacob- 
ziner. A. M. A. J. Dis. Child. 93:647-665 (June) 1957 
[Chicago]. 


Three thousand nonfatal accidents in children under 
supervision in New York City Health Stations were 
reported between 1951 and 1955, and 1,151 accidental 
poisonings, fatal and nonfatal, were reported to the 
poison control center in New York City in 1955. Data 
regarding the natural history of these accidents, ob- 
tained by epidemiologic investigations carried out by 
the New York City Department of Health, suggest 
that falls and burns are the primary offenders in the 
accident group and acetylsalicylic acid (aspirin) and 
lead are the chief offenders in the accidental poison- 
ings. The boy is more susceptible than the girl, and 
the nonwhite is more vulnerable than the white. The 
higher susceptibility in the nonwhite is believed to be 
a reflection of socioeconomic conditions such as over- 
crowding and poor housing rather than of inherent 
and constitutional differences. The kitchen is the most 
dangerous place and the bedroom is the next most 
hazardous place in the home. Lack of adult supervision 
is a deciding contributory factor. Accidents, which are 
responsible for more deaths in the preschool child 
than the 10 leading communicable diseases combined, 
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follow an epidemiologic pattern like disease processes 
and are amenable to control measures. Attention 
must be focused on the most vulnerable groups with 
high attack rates and on injurious agents most com- 
monly incriminated. 

A careful analysis of each accident indicated that 
about 95% were preventable. The type of accident is 
intimately associated with the child’s stage of growth 
and development. Accident proneness was not ob- 
served as a pattern. This observation does not confirm 
findings of other observers. Accident control is a 
medicosocial community-wide program which must be 
based on sound epidemiologic principles. Since acci- 
dents, like disease conditions, are due not to a single 
cause but to a variety of conditions and causes, a multi- 
disciplinary approach is essential. Prevention is crucial. 
and education is the keystone of the program. Through 
daily contact with families and children, the physician 
is in a most strategic position to provide health educa- 
tion on safety during his regular visit in the home for 
the care of the sick. Considerable health education, 
guidance, and counselling can also be provided during 
office visits. The physician should also advise on the 
need for safe and well-supervised recreational activi- 
ties in public playgrounds. As a leader in the commu- 
nitv he can also motivate interested groups, such as 
parent-teacher associations, health councils, 4-H clubs. 
the Scouts, and other organizations, in initiating safety 
and accident prevention programs. Further epidemi- 
ologic investigative research is needed, particularly 
about the emotional and human factors and the psv- 
chodynamics involved. 


Steroid Therapy in the Nephrotic Syndrome. $. Dun- 
don. J. Irish M. A. 40:135-144 (May) 1957 [Dublin]. 


Eight children, 6 boys and 2 girls between the ages 
of 3 and 11 years, with the nephrotic syndrome in- 
cluding proteinuria, hypoproteinemia, edema, and 
hypercholesteremia were treated with corticotropin 
(ACTH) given in daily doses of from 80 to 120 mg. for 
10 days combined with antibiotic therapy (20 mg. of 
tetracycline per pound of body weight daily). The 
effect of the hormone on the proteinuria was good in 
all patients. Five of the 8 patients became clinically 
well, with normal blood chemistry and normal com- 
position of urine, for periods of from 3 months to 3 
years. Rapid clearing of the protein from the urine 
was observed. One boy relapsed after such clearing. 
and clearing recurred in the course of treatment with 
a daily dose of 5 mg. of prednisolone for 1 week. One 
of the girls with a 2-vear history of edema and _ pro- 
teinuria who had been confined to bed showed striking 
clinical improvement. She again was able to carry on 
a normal life and was free from edema for one year; 
although she still was losing 1 Gm. of protein in the 
urine, her protein loss was diminishing. The other girl 
had received 2 10-day courses of corticotropin, and, 
although she responded regularly with diuresis and 
loss of edema, her plasma protein level remained low, 


J.A.M.A., Sept. 21, 1957 


the albumin fraction always particularly so. Although 
she was still losing about 1.5 Gm. of protein in the 
urine per day she remained edema-tree and her blood 
protein level improved on continuous treatment with 
prednisolone in daily doses of 25 mg. combined with 
tetracycline therapy. 

The effect of both corticotropin and prednisolone 
thus has been most gratifving in these patients. Re- 
sponse to therapy would appear to depend to an 
extent on adequate dosage over at least 6 days. Anti- 
biotic therapy is of great importance in the manage- 
ment of patients with the nephrotic syndrome; with 
any sign of infection such therapy should be immedi- 
ately initiated and, when treatment with steroids is 
instituted, it is essential that antibiotic therapy be 
given at the same time. The importance of full diet 
with no added salt is stressed. 


National Policies for the Prevention of Rickets. R. 
Lightwood and T. Stapleton. Ann. paediat. 188:270-275 
(May) 1957 (In English) [Basel, Switzerland]. 


This paper describes experiences in Britain in the 
virtual eradication of rickets. The most important of 
the changes in the nutrition of children in the United 
Kingdom now, compared with 1915, that explain the 
disappearance of rickets is the improvement in the 
general standard of nutrition together with a wider 
appreciation by the government and the people of the 
value of regular administration of vitamin D in the 
early years of life. The second major change is the 
provision of cod liver oil supplements and vitamin- 
fortified dried milks by the maternity and child wel- 
fare clinics. Thirdly, vitamin tablets and a special 
allowance of milk are made available to pregnant 
women. One danger has become apparent, namely. 
chronic hypervitaminosis D. In this connection the 
authors point out that in the preparation of dried 
milks an excess of vitamin D was being added by 
some manufacturers in order to ensure that the 
powder contained not less than its stated content of 
vitamin D. This extra vitamin D “coverage” was made 
because there is some loss of vitamin D activity dur- 
ing storage. 

The methods of prophylaxis used in Britain are not 
directly applicable to other countries; understanding 
of local conditions is necessary. The general nutri- 
tional standard will be influenced by economic condi- 
tions and the receptiveness of the public and_ the 
authorities to education about diet. A simple way in 
many countries to provide vitamin D would be by 
exposing the infants to sunshine. Yet in many parts of 
the world where there is adequate sunshine the 
mothers keep their children in the dark indoors for 
the first 2 years of lite. In these circumstances the 
mothers must be told that sunshine in suitable amounts 
is beneficial. The provision of a daily supplement of 
vitamin D first to the pregnant woman and then to the 
child is desirable. Here, however, one runs into diff- 
culties of distribution and of ensuring that there is a 
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regular intake. Recently the authors heard of a little 
girl who came into an outpatient clinic wearing a 
beautiful yellow bead necklace made of UNICEF 
vitamin A and D capsules. Foods can be fortified, but 
this must not be overdone. Provision must be made 
for vitamin supplements to children who are entirely 
breast fed. Treatment of rickets with a single massive 
dose is not recommended. 


Obstructive Emphysema in Infants: 40 Cases. T. Val- 
ledor, L. Borbolla and C. Satanowsky. Rev. cubana 
pediat. 29:173-194 (April) 1957 (In Spanish) [Havana]. 


Obstructive emphysema of the bronchial tree is fre- 
quent in newborn infants and in infants up to the age 
of 6 months. The symptoms and course of the disease 
vary with the type and location of emphysema and 
the occurrence of complications. The disease starts 
with a respiratory disorder and cough with or without 
fever. Forty patients were observed in a period of 5 
vears in a pediatric clinic of Havana. Most of the pa- 
tients were newborn infants and infants under the age 
of 3 months. The clinical features of the disease were 
the sudden appearance of asphyxia in almost all of 
the cases, associated with dyspnea, cough, and cya- 
nosis and diminished movement of the chest. The 
causal factor was aspiration of food or of amniotic 
fluid in 2 cases, allergy in 1, viral infection in 25, and 
bacterial infection in 11. Emphysema was diffuse in 
22 cases (bilateral in 16 and unilateral in 6), lobar in 
16, and bullous in 2. Segmental atelectasis occurred in 
18 patients, mediastinal emphysema in 3, pneumo- 
thorax in 3, and cardiac insufficiency in 18. The treat- 
ment consisted of postural drainage, oxygen adminis- 
tration, nebulization with detergent substances, and 
administration of antibiotics and, in cases of cardiac 
insufficiency, digitalis. Recovery took place within 2 
days in 20 patients and within 5 days in 17. Three 
newborn infants died, 1 from mediastinal emphysema 
and 2 from lobar pneumonia. The authors advise early 
postural drainage to prevent dissemination of obstruc- 
tion into the bronchioles. Postural drainage is obtained 
by placing the patient in the lateral position and rais- 
ing the foot-board of the cradle 15 or 20 degrees with 
respect to the head board. 


Experiences with Therapy for Anemia of Prematurity. 
C. Pototschnig and A. Verga. Minerva pediat. 9:242- 
250 (March 3) 1957 (In Italian) [Turin, Italy]. 


Anemia is one of the most threatening complications 
in premature infants because of its high incidence and 
severity and because of its influence on the organic 
resistance to infectious diseases. Two stages of anemia 
of prematurity must be distinguished: early and late. 
The transition from early to late anemia takes place 
gradually and is frequently not perceived. The peak 
of early anemia occurs between the 7th and 1L0th week 
of life. Early anemia is normochromic or slightly hypo- 
chromic, macrocytic, and associated with reticulocyto- 
sis. Late anemia is evident in the second 6 months of 
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life and culminates at the end of the first year of life. 
It is characterized by hypochromia and microcytosis 
combined with anisopoikilocytosis. Early anemia has 
been more completely studied than the late. Its sever- 
ity depends on various factors, such as the different 
degree of organic and functional maturity, the weight 
of the premature infant at birth, and the influence of 
aggravating factors, such as infection, dystrophy, or 
deficiency of vitamins. 

Various pharmacological therapies and blood trans- 
fusions were emploved by the authors in the treatment 
of premature infants with and without anemia, and 
the results were compared. Blood transfusion alone 
prevented the occurrence of early anemia in prema- 
ture infants. Starting with the 5th month a constant 
increase of erythrocytes was observed, but the hemo- 
globin level decreased progressively. Prolonged treat- 
ment with iron appeared to prevent late anemia of 
prematurity. The oral administration of iron simplified 
the treatment, which can thus be prolonged indefinite- 
ly. The best results in treating anemia of prematurity 
were obtained when both prophylactic therapies were 
combined. 


Reticul (Non-lipid) in Infants and Chil- 
dren. H. N. Sanford. Ilinois M. J. 111:297-302 (June) 
1957 [Chicago]. 


This report is concerned with granulomatous, or 
nonlipid, reticuloendotheliosis. The pathological proc- 
ess involved is thought to be a disturbance of the 
intrinsic metabolism involving the cells of the retculo- 
endothelial system. This process differs from the lipid 
form as seen in Gaucher's disease and Niemann-Pick 
disease in that there is a tendency for the formation 
of discrete granulomatous lesions rather than a diffuse 
infiltration. Lipid accumulations either do not occur 
or, When they do develop consist of cholesterol and 
cholesterol esters. Among the 2,859 children under 12 
vears of age admitted over a 5-vear period to Research 
and Educational Hospitals there were 11 with non- 
lipid reticuloendotheliosis. In 5 of these children the 
disease began during the first vear of lite, and these 
had the so-called Letterer-Siwe type of disorder. A 
rash, enlargement of liver and spleen, and generalized 
lymphadenopathy were present in all of these 5 chil- 
dren. There was also a history of repeated respiratory 
infections, and the entire course was characterized by 
repeated infections. Three had roentgenographic evi- 
dence of pulmonary infiltrations, and 2 showed rare- 
fied areas in the bones of the skull. All 5 infants had 
a hypoplastic type of anemia, and the course in all of 
them was steadily downhill. The average life span was 
between 5 and 18 months. Only 1 of these 5 children 
is still sui viving. 

F ive other children, in whom the disorder began at 
2 or 3 years of age, had the Hand-Schiiller-Christian 
type of disease (histiocytosis of cholesterol type). While 
all ot these children had some loss of weight, anorexia, 


302 MEDICAL LITERATURE ABSTRACTS 


and other complaints, none were acutely ill. Only 2 
had an initial rash, and in 1 a rash developed later 
but was never diffuse. Two had hepatic and splenic 
enlargement, but all had generalized lymphadeno- 
pathy. All exhibited roentgenographic lesions of skull 
or bones. Biopsy showed foam cells filled with choles- 
terol droplets surrounded by a zone of fibrosis, after 
the disease had existed for a year. All of these 5 chil- 
dren are living. Only 1 child, an 8-year-old boy, had 
eosinophilic granuloma, a solitary lesion of the radius. 
There was no enlargement of liver and spleen or 
adenopathy. Microscopic examination of material from 
the granuloma showed granulomatous eosinophils and 
large mononuclear cells, containing no lipid material. 
The boy has been well for the past 2 years and has 
shown no other lesions. 

This series of 11 cases indicates that all 3 types of 
reticuloendotheliosis are part of the same disorder. 
The difference is only in the degree or intensity of the 
disease, which is linked to the age of the child. Treat- 
ment was unsuccessful in the younger age group, al- 
though the infants were made more comfortable and 
their life span was increased by adrenocorticosteroids, 
corticotropins, antifolic acid compounds, transfusions, 
and antibiotics. The older age group responded well 
to the above treatments plus pituitary compounds to 
control polvdypsia and polyuria. 


UROLOGY 


Influence of Urinary Glucuronide on Solubility of 
Calcium Phosphate and Stone Formation: Experi- 
mental Urolithiasis XII. C. W. Vermeulen, B. Finlay- 
son and W. Chapman. J. Urol. 77:685-696 (May) 1957 
[Baltimore]. 


Neuberg and Grauer, using menthol glucuronide as 
the test material, reported that the presence of glu- 
curonides increases the solubility of calcium phos- 
phate. Using this finding, Prien and Walker suggested 
that salicylate administration may be beneficial in pa- 
tients with urolithiasis since salicylate is excreted in 
part as conjugated glucuronides. Experiments were 
done to see if confirmation of this concept could be 
obtained. In the first experiment, foreign bodies were 
placed in the bladder’s of rats to stimulate stone for- 
mation. Feeding of aspirin failed to inhibit stone 
growth, but it was found that rats do not excrete 
significant amounts of administered salicylate as con- 
jugated glucuronides. Theretore, isoborneol, a known 
augmenter of glucuronide excretion, was tried. Again, 
stone formation was not inhibited. In the second ex- 
periment, the original observations of Neuberg and 
Grauer on the solubilizing effect of menthol glu- 
curonide were extended to include concentrations at 
more physiological levels. While their original obser- 
vation with high concentrations could be confirmed, 
the solubilizing power of this was barely detectable 
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at glucuronide concentrations comparable to those 
that could be expected from salicylate administration. 
In the third experiment, salicylamide was intermit- 
tently administered to 2 normal human subjects. The 
urine was studied for calcium phosphate solubility by 
2 different methods. No difference was found between 
the urines obtained during treatment and those ob- 
tained in the intervals between treatment. 


Acute Hemorrhagic Cystitis: An Infection Associated 
with Pleuropneumonia-like Organisms and Related to 
Urethritis and Prostatitis. R. L. Berg, H. Weinberger 
and L. Dienes. Am. J. Med. 22:848-864 (June) 1957 
[New York]. 


Of 88 Navy patients, men with an average age of 
22.3 years, with unexplained genitourinary infections, 
usually unresponsive to sulfonamides and _ penicillin, 
57 (65%) had positive cultures from the urine for 
pleuropneumonia-like organisms (PPLO). Eleven of 
these 57 patients had cystoscopic evidence of acute 
abacterial pyuria, characterized by pyuria, hematuria, 
frequency and urgency, fever, suprapubic and perineal 
pain, and severe hemorrhagic inflammation of the 
bladder with membranous sloughs, for which the term 
acute hemorrhagic cystitis is preferred by the au- 
thors. Of a second group of 9 men with genitourinary 
infection and with positive cultures for PPLO, 4 had 
cystoscopic evidence of acute hemorrhagic cystitis. 
Two of the 15 patients with cystoscopic evidence of 
acute hemorrhagic cystitis had arthritis, 3 had con- 
junctivitis, and 1 had epididymitis. Occasionally there 
was hydronephrosis subsequent to the intense edema 
of ureteral orifices, and it was accompanied by costo- 
vertebral angle tenderness. A follicular rash was ob- 
served in 1 patient. The prostate was characteristically 
enlarged, firm, or nodular and tender in 8 patients. 

It is suggested that PPLO are the infective agents 
of this disorder in view of their presence in urine 
cultures, the absence of other bacterial organisms to 
which the condition could be contributed, and the dis- 
appearance of PPLO during successful treatment with 
arsenicals, streptomycin, and the tetracyclines. Of 98 
control persons, 51 hospitalized Navy patients not pre- 
senting complaints referable to the genitourinary tract 
and 47 men in the process of being separated from the 
naval service, 36 had positive cultures for PPLO from 
the urine, an incidence of 36.7%. If only those with 
entirely negative genitourinary findings among the 
control persons were considered, 17% had_ positive 
cultures for PPLO from the urine. In addition to a 
probable role in the causation of acute hemorrhagic 
cystitis, PPLO possibly are responsible for many cases 
of nongonococcic urethritis and prostatitis. It is likely 
that the organisms are transmitted venereally, that 
they are thus present with much greater frequency in 
promiscuous males, and that after an initial infection 
they may linger asymptomatically in the urethra or 
prostate. 
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THERAPEUTICS 


Salicylate Intoxication Treated with Intermittent Posi- 
tive Pressure Respiration. S. Freier, B. W. Neal, H. I. 
A. Nisbet and others. Brit. M. J. 1:1333-1335 (June 1) 
1957 [London]. 


Many cases of salicylate intoxication are the result 
of accidental ingestion of the drug. Heymann states 
that the danger of intoxication is much greater after 
therapeutic administration of the drug. Holt has shown 
that the dosage of salicylate administered does not 
bear a constant relationship to the blood level and 
that the blood level at which toxic symptoms appear 
varies greatly. One of the many common and most 
important symptoms of salicylism is hyperventilation, 
which is due to reflex stimulation of the central re- 
spiratory mechanism via afferent fibers of the vagus 
nerve. Hyperventilation is responsible for the state of 
alkalosis which ensues and which is clinically mani- 
fested as tetany. Due to the fact that electrolytic dis- 
turbances are secondary to hyperpnea, therapy is 
directed toward reduction of the respiratory exchange 
and hyperactivity of the respiratory musculature. Ex- 
perimental studies have indicated the limitations re- 
garding hyperpnea and the secondary biochemical 
changes using barbiturates and opiates. Use of these 
drugs was abandoned when they were found to cause 
prolonged coma and death due to sensitization of the 
animals to these drugs by salicylates. In the case cited, 
hyperpnea of salicylate poisoning was successfully 
treated by neuromuscular block (5 mg. of suxameth- 
onium at 5-minute intervals for 15 minutes) and 
manually controlled intermittent positive pressure 
respiration. The response of the patient to carbon 
dioxide inhalation precludes its use in treatment of 
this type disorder. Calcium gluconate administered 
to relieve tetany was ineffectual, as the tetanic condi- 
tion was not related to calcium ion blood levels. 


Viable Tubercle in Closed Lesions. J. V. Hurford and 
W. H. Valentine. Tubercle 38:194-198 (June) 1957 
[London]. 


Tubercle bacilli present in “closed” necrotic lesions 
can be grown only with great difficulty. Though visible 
in direct films, the bacilli often appear nonviable. 
Specimens for study were restricted to those patients 
with radiologically “minimal” or very limited disease, 
without cavitation, who had a history of tuberculosis 
of 6 months’ duration but must not have had a positive 
sputum on smear or culture during the 6-month period 
prior to resection. The laboratory procedure was es- 
sentially that of Holly and co-workers. In this series, 
40 patients (80%) had a positive smear in one or more 
samples, the smear being positive in 64 instances 
(78%). No correlation was demonstrated as regards 
viability and the number of visible bacilli and none 
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between the number of visible bacilli and the amount 
of growth on the culture. A relationship would seem 
to exist between the size of closed lesions (foci) and 
the number of tubercle bacilli on culture and/or 
guinea pig inoculation. The duration of chemotherapy 
has little or no effect on the number of tubercle bacilli 
seen on direct examination or the frequency of occur- 
rence of atypical bacilli. Only 2 of all of the positive 
cultures showed definite drug resistance. The persist- 
ance of closed lesions is not usually attributable to 
their insensitivity to chemotherapeutic agents. 


A Clinical Study of Anticoagulants in Acute Myo- 
cardial Infarction with Particular Reference to Early 
Heparin Theory. G. L. Eastman, E. T. Cook, E. T. 
Shinn and others. Am. J. M. Sc. 233:647-653 (June) 
1957 [Philadelphia]. 


The use of anticoagulant drugs in the management 
of patients with acute myocardial infarction is still an 
unsettled question. Three hundred sixty-two patients 
were admitted to the University Hospital and divided 
into 3 groups: (1) untreated, (2) treated with Dicu- 
marol, and (3) treated with Dicumarol and heparin. 
The mortality rate was higher in the untreated cases 
and least in the group treated with Dicumarol, the 
differences being relatively insignificant unless the 
early (24-hour) deaths are counted. There was a lower 
incidence of thromboembolic phenomena in anti- 
coagulant-treated patients; however, hemorrhagic phe- 
nomena were greater here than in untreated patients, 
especially in the heparin-dicumarol group. Superficial 
examination of statiscal data suggests that anticoag- 
ulants are of value, but consideration of the severity- 
of-illness factor implies differences in death rates. 
Early use of heparin seems of little value considering 
the increase in hemorrhage and lack of significant 
alterations in either mortality or incidence of thrombo- 
embolism. 


Application of Homeostatic Principles to the Manage- 
ment of Nephrotic Patients. N. B. Talbot, |. D. Craw- 
ford and C. D. Cook. New England J. Med. 256:1080- 
1084 (June 6) 1957 [Boston]. 


Observations on nephrotic children indicate that 
sodium retention and edema are not necessarily the 
result of an intrinsic loss of renal capacity to excrete 
sodium salts and water. Metabolic studies concerned 
with edema in children with the nephrotic syndrome 
point to a series of reactions and to the primary 
pathological loss of albumin in the urine. This series 
of reactions in order of occurrence consists of (1) 
fibrinoid degeneration of glomerular basement mem- 
brane, (2) albuminuria, (3) hypoalbuminemia, (4) hypo- 
volemia, (5) renal sodium conservation, (6) increased 
body solute stores (e. g., sodium), (7) renal water con- 
servation, and (8) increased extracellular volume (e. g., 
edema, ascites). A number of factors employed in the 
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management of nephrotic edema are utilized at var- 
ious points in the progressive reaction scheme to 
prevent or reduce the edema. Corticosteroid therapy 
is indicated at the initial fibrinoid degenerative stage, 
as corticosteroids are singularly effective in reducing 
albuminuria due to the destruction of the basement 
membrane. This type of therapy is unique in that 
corticosteroids alone tend to suppress the degenera- 
tive process primarily responsible for the course of 
the disorder. Albumin infusion and blood transfu- 
sions are relatively effective at the hypoalbuminemic 
and hypovolemic stages respectively. Attempts to in- 
duce a sodium diuresis at the renal sodium conserva- 
tion level by mercurial diuretics and other similar 
agents is relatively ineffective and possibly causes 
some renal damage. Restriction of water intake and 
paracentesis are of little value save for some small 
relief afforded the patient. 


Aplastic Anemia Due to Chloramphenicol. N. O. 
Madsen. Ugesk. leger 119:489-491 (April 18) 1957 (In 
Danish) [Copenhagen]. 


The author has considered chloramphenicol the 
most effective antibiotic in the treatment of chronic 
lung infections. Where even large doses of penicillin 
(500,000 to 1 million units twice daily), possibly com- 
bined with streptomycin, were without effect and 
tetracyclines also were unavailing, chloramphenicol 
led to prompt fall of temperature and rapid decrease 
in expectoration. The risk in the treatment has been 
considered slight, especially in view of the frequently 
grave character of the basic disease, and not essen- 
tially different from that in treatment with other anti- 
biotics. A fatal case of aplastic anemia after repeated 
long-continued treatment with chloramphenicol oc- 
curred in a woman aged 59 with mitral stenosis and 
chronic bronchitis. The danger of aplastic anemia 
from chloramphenicol is negligible on careful dosage 
during an acute infection, but there is increasing risk 
in massive, prolonged, or repeated treatment. 


PATHOLOGY 


Persistence of Intra-atrial Septum in the Aged: Phys- 
iopathological and Anatomicochemical Stud‘es of 
Cases. F. Barboni. Sett. med. 44:591-599 (Dec. 15) 
1956 [Florence, Italy]. 


The cases of two women, 72 and 56 years old, who 
died of congenital heart defects are reported. The 
patients reached the age of 67 and 56 respective- 
ly without cardiac complaints. The first patient 
suffered repeated episodes of heart decompensation 
with marked dyspnea and cyanosis for 5 years 
before death. Clinical examination revealed enlarge- 
ment of the heart and accentuation of the second 
pulmonary sound. Enlargement of the median arch 
and of the branches of the pulmonary artery, which 
appeared pulsating, were observed on roentgenolog- 
ic examination. Persistence of the fossa ovalis with 
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marked hypertrophy and dilation of the right and 
left cardiac chambers were observed at autopsy. The 
right auricle contained large thrombi. Fibrous diffused 
gray lesions were seen in the myocardium. Athero- 
sclerosis was present in the pulmonary circulation, 
especially in the large extraparenchymal branches of 
the pulmonary artery and in the large and medium 
arteries. Large scars, evidence of latent ischemic in- 
farcts, were present in the spleen and in the kidneys. 
The second patient had asthma, dyspnea, and edema 
in the lower limbs for some years before her death. 
Free effusion in the left pleural cavity and in the 
abdomen, enlargement of the heart, and an accen- 
tuated second pulmonary sound were noticed on clin- 
ical examination. Autopsy showed a congenital defect 
of the heart with a persistence of the foramen ovale 
due to incomplete development of the septum, hyper- 
trophy, and dilation of the heart. Severe diffuse athero- 
sclerosis was observed in the vessels of the myo- 
cardium and several foci of myocardial sclerosis. 
Severe atherosclerosis was present in the pulmonary 
circulation. 


Incidence of Hepatitis Following Transfusions of 
Whole Blood. R. Katz, H. Ducci, H. Bennett and 
J]. Rodriguez. Am. J. Clin. Path 27:406-421 (April) 1957 
| Baltimore]. 


An attempt was made to determine the incidence 
of post-transfusion hepatitis in 193 recipients of whole 
blood transfusions and to correlate the findings in the 
donors at the time of the donation with the incidence 
of post-transfusion hepatitis in the recipients. Of the 
193 recipients, 144 were followed up for periods of 
from 5 to 12 months after having received whole 
blood. The clinical and laboratory features of hepa- 
titis were observed in 6 (4.16%) of the 144 patients. Of 
the 6 patients, 2 men and 4 women, between the ages 
of 19 and 62 years, 3 had received 1 transfusion, 1 had 
received 2 transfusions, and 2 had received 7 trans- 
fusions in the course of operations for repair of ab- 
dominal wall, removal of pituitary adenoma, drainage 
of pelvic abscess, removal of gastric carcinoma, and 
ruptured ectopic pregnancy. The time interval be- 
tween the transfusion (or transfusions) and the ob- 
servation of jaundice corresponded with the accepted 
incubation period of inoculation hepatitis in 5 patients. 
The short interval of 14 and 8 days, respectively, 
between the first and second transfusion and the onset 
of the first symptoms of jaundice in the 6th patient 
might have indicated the artificial transmission of 
natural hepatitis. The incidence of post-transfusion 
hepatitis was higher among those who received mul- 
tiple transfusions (5.6%) than among those who re- 
ceived only 1 transfusion (3.3%). 

There was a lack of correlation between the results 
of liver function tests in the donor and the develop- 
ment of hepatitis in the recipient. The 3 donors whose 
blood induced inoculation hepatitis in the 3 recipients 
who had received 1 transfusion had a normal level of 
bilirubin in the serum and negative results from the 
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flocculation tests at the time of donation. Conversely, 
hepatitis with jaundice did not occur during the time 
of observation of any of the recipients of blood from 
33 donors who had abnormal levels of serum bilirubin, 
positive results from flocculation tests, or both. The 
only effective means of reducing the incidence of post- 
transfusion hepatitis is to give transfusions of blood 
only if they are specifically required. 


Aneurysm of the Coronary Arteries. A. E. Gilbert, 
P. A. Snedecor and E. J. Losli. Northwest Med. 56: 
699-702 (June) 1957 [Seattle]. 


One case of coronary artery aneurysm was found in 
2,090 consecutive autopsies during a 10-year period. 
At the present time, 61 cases have been recorded in 
the literature and are classified as follows: congenital, 
18; arteriosclerotic, 14; mycotic-embolic, 13; syphilitic, 
7; due to polyarteritis, 2; mycotic, 1; rheumatic, 1; 
and unclassified, 5. This case represents the 14th of 
the arteriosclerotic tvpe and the 3rd in which death 
was due to rupture of an associated arteriosclerotic 
aneurysm of the abdominal aorta. Destruction and 
distortion of the elastic lamina of vessel wall by 
arteriosclerotic plaques is considered one mechanism 
by which coronary artery aneurysms develop in ar- 
teriosclerosis. 


An Experimental Study of Fat Embolism. N. A. Halasz 
and J. P. Marasco. Surgery 41:921-929 (June) 1957 
[St. Louis]. 


Numerous thorough studies have been made _ of 
clinical and pathological changes occurring in simu- 
lated fat embolism with supposedly bland substances 
other than fat. This experiment utilized omental and 
perinephric fat from freshly killed dogs, macerated in 
a Waring blendor, filtered through multiple layers of 
gauze, heated and centrifuged, and injected with 5 ce. 
of isotonic citrate solution through a polythene can- 
nula into the jugular vein. The immediate results 
obtained upon injection were apnea, bradycardia, 
cyanosis, systemic hypotension, and pulmonary hyper- 
tension. The persistent pulmonary hypertension im- 
mediately atter injection is attributed to local vaso- 
constriction and arterial spasm. The animals showed 
an improvement minutes later, except for those ani- 
mals who, having received larger doses, regressed, 
becoming cyanotic, exhibiting tachycardia and_ulti- 
mately ventricular fibrillation, respiring irregularly, 
and dying in respiratory arrest. The resulting pul- 
monary hypertension involves other respiratory and 
cardiovascular changes previously described and 
called the Jarisch-Bezold reflex, consisting of systemic 
hypotension, bradycardia, and apnea. Due to the fact 
that embolization of the greater circulation occurs 
terminally in all animals, the question arises whether 
this is incidental to or the cause of the agonal collapse 
of circulation. The reestablishment of normal pul- 
monary circulatory dynamics, followed by passage of 
fat into the greater circulation, embolization of the 
brain producing cardiac arrest and death, and the late 
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appearance of fat in the left side of heart is postulated 
as a protective function of the lung preventing mas- 
sive immediate peripheral embolization. The mecha- 
nism of death cannot be stated with absolute cer- 
tainty, although anoxia is a significant factor. In this 
experiment no attempt was made to overcome respira- 
tory arrest, and this condition always preceded car- 
diac standstill. 


Splenic Forms of Hepatolenticular Degeneration. G. 
Boudin, B. Pepin and E. Fournier. Presse méd. 65: 
952-955 (May 22) 1957 (In French) [Paris]. 


Disorders of proteins and copper metabolism ap- 
pear in the first stage of hepatolenticular degeneration. 
In rare cases of this disease abdominal symptoms 
predominate. Splenomegaly, hypersplenism, purpura, 
and hemorrhage may be observed. These features lead 
in 67% of the cases to a diagnosis of Bantis disease 
and to splenectomy. The abdominal form of the dis- 
ease can be so severe that death may occur in the 
hepatic stage, before any other form manifests itself. 
In most patients, however, the splenic form changes, 
at least partially, and the conventional nervous form 
appears, thus revealing the correct diagnosis. Hepa- 
tolenticular degeneration is a hereditary disease. Con- 
sequently, before resorting to a splenectomy in a child 
or a young adult, one should look for a family history 
of hepatic disease. It is important to search for a 
Kayser-Fleischer ring by slit-lamp examination, for 
hypercupremia, and for a hyperaminoacidemia, as all 
these factors help to establish the diagnosis. Splenec- 
tomy is a drastic operation in these frail patients. It 
does not remove the secondary neurological signs, 
which lead to death in less than 2 years. Latent hepatic 
disorders, discovered through biological tests or punch 
biopsy, are usually too far advanced for operative 
therapy. 


RADIOLOGY 


Radiographic Demonstration of Choledochal Cyst by 
Oral Cholecystography. |. E. Moseley. Radiology 
68:849-851 (June) 1957 [Syracuse, N. Y.]. 


Choledochal cyst or idiopathic dilatation of the 
common bile duct is a congenital localized dilatation, 
the etiology of which is obscure. Choledochal cysts 
have been demonstrated directly by the introduction 
of contrast substances into the cyst through a needle 
puncture and indirectly by pressure defects on the 
duodenum and displacements of the adjacent. struc- 
tures. A review of the literature suggests that these 
cysts cannot be shown by oral cholecystography. In 
the 5-year-old girl whose history is presented, both 
the gallbladder and the cystic dilatation of the com- 
mon bile duct were demonstrated by oral cholecysto- 
graphy with iopanoic acid (Telepaque). The diagnosis 
of choledochal cyst was confirmed on surgical explora- 
tion, and a cystoduodenostomy was performed. The 
author ascribes the demonstration of the cyst and 
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gallbladder in this case to the use of Telepaque and 
the fact that the patient was examined after her 
jaundice had cleared. He emphasizes the importance 
of preoperative diagnosis in reducing mortality from 
surgery in this condition. 


A Survey of Complications of Abdominal Aortography. 
J. G. McAffe. Radiology 68:525-838 (June) 1957 
[Svracuse, N. Y.] 


A questionnaire was sent to 450 hospital radiologists 
and urologists in order to obtain information on the 
frequency of complications associated with abdominal 
aortography. Ninety-five of the 301 replies received 
stated that no abdominal aortograms had been per- 
formed. Of the 13,207 abdominal aortograms reported 
in the questionnaires, 12,832 were obtained by the 
translumbar needle technique and only 375 by the 
retrograde femoral catheter technique. A total of 37 
deaths and 98 serious complications were reported, 
that is, the complication rate was 1.02% and the mor- 
tality rate 0.28%. Renal damage from the contrast 
medium was the most important complication, usu- 
ally resulting from excessive injections, direct renal 
artery injections, or injections in patients with high 
aortic obstruction. The danger of neurological damage 
appeared to be increased by the use of spinal or gen- 
eral anesthesia, by excessive injections of the medium, 
and by the proximity of the needle tip to the major 
anterior radicular artery, usually at the level of the 
second lumbar segment. Hemorrhage from the punc- 
ture site was one of the less frequent complications. 
Although many hematomas were reported in the sur- 
vey, in only 13 instances were these accomplished by 
shock and therefore considered to be serious compli- 
cations; 5 of these were fatal. The hematomas were 
usually retroperitoneal, but sometimes were perirenal, 
peritoneal, or superficial. Thirteen serious cardiovas- 
cular reactions were encountered, with 5 fatalities. 
Several occurred in elderly, poor-risk patients. Ten 
gastrointestinal complications of various types were 
reported, 5 of which were fatal. 

Less frequent complications included retroperi- 
toneal sepsis, dissecting aneurysm, respiratory com- 
plications, complications at the site of insertion of the 
catheter, and extension of arterial thrombi. Although 
complications associated with aortography will prob- 
ably never be entirely eliminated, the author cites 
some measures that might reduce their frequency. To 
guard against direct injection into the renal arteries or 
other aortic branches, a test film should be made 
routinely after the injection of only 5 cc. of the 
medium with the needle in place. The aortic needle 
should be inserted at a high level, well above the 
L-2 level. If examination of the kidneys or upper 
aorta is not required, insertion should be well below 
the level of the renal arteries. This also enables better 
visualization of the femoral and other peripheral 
arteries. Local anesthesia is indicated in most pa- 
tients to minimize the danger of neurological dam- 
age. Abdominal compression or the 2-needle aorto- 
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gram technique should be avoided. Excessive amounts 
of contrast medium (over 30 cc.) should not be used, 
and as few injections should be made as possible, 
particularly when the kidneys are exposed to the 
medium. Rapid serial films enable complete renal 
studies with a single injection. The newer contrast 
mediums may be safer than either acetrizoate (Urokon) 
or iodopyracet (Diodrast). In patients with high aortic 
obstruction, satisfactory studies may be obtained with 
no more than 12 to 15 cc. of medium, and usually a 
single injection suffices. Direct puncture of an aortic 
aneurysm must be guarded against because of the 
danger of hemorrhage. A 20-minute pyelogram should 
be obtained routinely to detect retroperitoneal bleed- 
ing; hypertensive patients should be closely observed 
tor this complication. The effectiveness of preliminary 
injections of antihistamines or cortisone in preventing 
serious systemic reactions to contrast mediums has not 
vet been established. Severe reactions, however, have 
responded dramatically to intravenous preparations of 
cortisone. 


Coproliths. R. M. Berg and H. M. Berg. Radiology 
68:839-844 (June) 1957 [Svracuse, N. Y.]. 


The estimated incidence of coproliths ranges from 
1 in 2,000 appendectomies to 1 in 10. The radiologist 
should be “coprolith-conscious.” Whereas not a single 
coprolith was observed by the authors before 1949, 
they have been seen in 42 patients since. In 35 they 
were discovered preoperatively and in the others after 
the operation because the surgeon requested an x-ray 
study of the removed appendix. The most widely ac- 
cepted explanation of the mechanism of coprolith 
development is that of Kelly and Hurdon (1905). It 
suggests that impairment of the normal peristaltic 
return of fecal content from the appendix results in 
inspissation. Subsequent irritation and bacterial ac- 
tivity cause a low-grade inflammation with mucus 
secretion. The inorganic salts, mainly calcium phos- 
phate, contained in the mucus are precipitated on the 
surface of the fecal nucleus. Wangensteen and Bowers 
suggested that the appendix frequently behaves as 
a closed loop, permitting entry but preventing free 
extrusion of the fecal stream. They regard the closed 
loop phenomenon as the initiating factor in appendi- 
citis and inflammation and suppuration as conse- 
quences of the obstruction. This explains why a 
patient may have a coprolith for some time before the 
development of acute appendicitis. 

Reviewing observations on the 35 patients in whom 
the coprolith was recognized preoperatively, the au- 
thors emphasize the somewhat lower ages of their 
patients compared with those in other reports; all but 
5 were less than 30 years of age, and 16 were less than 
10 years old. The correct diagnosis can frequently be 
achieved only by x-ray examination of the abdomen. 
A calcified shadow or shadows in the right lower 
quadrant should immediately suggest the possibility of 
a coprolith, although a number of conditions such as 
bone islands, ureteral and vesical calculi, calcified 
mesenteric lymph nodes, phleboliths, calcified epiploic 
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appendices, and ovarian and uterine calcifications may 
simulate coproliths. In the presence of a coprolith in a 
patient with acute abdominal symptoms, there is at 
least a 90% chance that the patient has an acute ap- 
pendicitis and a 48% chance that the appendix is 
gangrenous or perforated. A survey of the literature 
reveals that most authors recommend an immediate 
appendectomy whenever a coprolith is found. The 
findings in this series are in agreement so far as the 
younger patients are concerned. Operation would not 
appear to be necessary in the symptom-free older 
patients. 


Superficial Malignant Lesions of Bladder Treated by 
Radioactive Colloidal Gold (*°°AU). P. I. Tuovinen 
and K. Kettunen. Brit. M. J. 1:1090-1095 (May 11) 1957 
[London]. 


Intracavitary irradiatio. has a distinct advantage 
over externally applied r —atgen rays in the treatment 
of multiple superficial !}~. ons of the bladder. Several 
techniques have been eveloped for substances emit- 
ting gamma rays, but for very superficial lesions it 
seemed advisable to use beta radiation. Radioactive 
colloidal gold (Au'"*) seemed suitable because of its 
short half-life (2.7 days). its type of emission, and its 
colloidal nature. It emits about 95% beta radiation 
and 5% gamma radiation. This preliminary report is 
based on experience with Au'** in the treatment of 
superficial lesions of the bladder. The patients treated 
included some with papillary cancers and some with 
recurring extensive papillomas without histological 
evidence of cancer. 

The histories of 3 patients are described. Fluid in- 
take was restricted on the day prior to treatment and 
forbidden on the day of treatment. When the activity 
in milicuries per milliliter had been determined, the 
desired dose in millicuries was drawn into the lead- 
shielded syringe and introduced into the bladder 
through an ordinary bladder catheter. Injection was 
readily accomplished after removal of urine by 
catheter. Sterile isotonic sodium chloride solution was 
used for rinses. The radiation dose in most cases 
ranged between 4,000 and 5.000 r, estimated at the 
mucosal surface. The doses were given as single ex- 
posures for 4 to 6 hours. The treatment had no harm- 
ful side-effects locally or on the general condition 
of the patient. ‘Three selected cases suitable for Au'** 
therapy are briefly reported. The authors had the 
impression that this is an excellent type of irradiation 
for really superficial malignant lesions. 


ANESTHESIA 


Elective Cardiac Arrest During Cardiotomy: Summary 
of 37 Cases. D. E. Hale, P. P. Moraca and C. E. 
Wasmuth. Anesthesiology 18:378-388 (May-June) 1957 
[Philadelphia]. 


Elective cardiac arrest with potassium citrate was 
used during open-heart operations in 37 patients. The 
duration of the arrest varied from 7 to 40 minutes, with 
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an average of 17 minutes. After the patient’s blood 
had been heparinized and his circulation had been 
assumed by the heart-lung machine, a clamp was 
placed on the root of the aorta. Immediately proximal 
to that clamp, a solution of potassium citrate in hepari- 
nized blood was injected into the Jumen of the aorta 
just above the orifices of the coronary arteries. The 
amount of potassium citrate injected to produce tem- 
porary standstill of the heart was about 1 cc. per kilo- 
gram of body weight. Light anesthesia with thiopental 
sodium given rectally to children and intravenously to 
adults allowed rapid recovery, lessened the danger of 
nausea and emesis, and permitted a better evaluation 
of the general condition of the patient. For pre- 
medication meperidine hydrochloride and pentobar- 
bital sodium were used. In the first 10 patients, the 
blood flow from the heart-lung machine was 35 ce. 
per kilogram per minute. Later, flows up to 70 ce. in 
children and 40 to 50 cc. per kilogram per minute in 
adults were used. Physiological changes that occurred 
during the procedure included a drop in body tem- 
perature, a rise in the serum hemoglobin level, a fall 
in the blood platelet count, and the appearance of 
acidosis. Metabolic acidosis was controlled to some 
extent by the respiratory alkalosis which accompanied 
the use of hyperventilation. 

Of the 37 patients operated on, 18 had interventricu- 
lar defects, 9 had tetralogy of Fallot, 3 had trans- 
position of great vessels, and the remaining 7 patients 
had interauricular septal detects, pulmonary stenosis, 
and aortic stenosis. Thirteen of the 37 patients died. 
There were 4 nonpreventable surgical deaths. Three 
patients died of pulmonary complications. Six patients 
were considered to be surgical failures in that the 
detect was not adequately corrected. The postopera- 
tive period seemed to be more critical than the period 
of operation, and careful observation and supervision 
were required. Respiratory exchange, body tempera- 
ture, and blood pressure must be kept within normal 
limits. 


PUBLIC HEALTH 


Clinical and Epidemiologic Research on Adenovirus 
(APC) in Italy. F. Curcio, G. Rolli, P. Filippi and 
D. Balducci. Sc. med. ital. 5:433-445 (Jan.-March) 1957 
(In English) [Rome]. 


Twelve strains of adenovirus (APC) were isolated 
from the tonsils and the adenoids of 50 children. One 
specimen belonged to type 1, 6 to type 2, and 5 to 
tvpe 5. Eleven specimens were collected on the day 
of operation and 1 15 to 20 days after operation. 
Neutralizing antibodies at a titer greater than 1:28 
were found in all specimens. Negative results were 
obtained in isolation trials from 19 specimens of secre- 
tions from patients with respiratory syndromes. 

Complement-fixation tests were carried out at the 
virology center in Rome during the last 6 months on 
520 serums taken from patients in hospital wards of 
the city and from patients at an Air Force base where 
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during the month of March some cases of pharyn- 
goconjunctival fever were observed. Twelve positive 
and 4 probable specimens with adenovirus infections 
were observed. A marked increase of antibodies was 
found in the 12 patients with positive specimens. 
A titer 1:32 was observed in the 4 patients with prob- 
able specimens. Four patients came from the same 
area in the city of Rome. One patient had an exudative 
pericarditis and 2 a mediastinal pleurisy in addition 
to the lesion in the respiratory tract. It was not pos- 
sible to discover whether these additional complica- 
tions had been caused by the virus. 


Simultaneous Mantoux and Vollmer Patch Tests in 
855 School Children. V. C. Waegele, W. J. Rothrock 
and R. Van Scovoc. Dis. Chest 31:634-642 (June) 1957 
[Chicago]. 


A comparative study of the results of the intra- 
cutaneous tuberculin (Mantoux) test with 0.1 ce. of a 
solution containing 0.00025 mg. of purified protein 
derivative, or 12.5 tuberculin units, and of the patch 
(Vollmer) test, the strength of which is equivalent to 
2.5 tuberculin units, was carried out in 2 junior high 
schools in which the students were between the ages 
of 11 and 14 years. It was felt that the patch test 
might have advantages in the ease of administration 
and in acceptability to the students and their parents. 
The study was made to determine whether the patch 
test could be substituted for the intracutaneous test. 
The 2 tests were given simultaneously and the patch 
test had the disadvantage that in about 10% of the 
tests the patch became detached before the proper 
time interval had lapsed. 

Of 855 students so tested, $3 reacted to both tests, 
113 reacted to the intracutaneous test but not to the 
patch test, and 3 reacted to the patch test but not to 
the intracutaneous test. In general it was noted that 
in patients whose intracutaneous reaction was mark- 
edly positive the reaction to the patch test was also 
usually positive, but in those whose intracutaneous 
reaction was less marked, the patch test did not cause 
a reaction. When the result of the patch test was 
positive, the intracutaneous test almost certainly con- 
firmed tuberculin sensitivity. One hundred _ thirteen 
persons had positive reactions of minimal readings 
(1 + or 2 +) to the intracutaneous test, and this group 
of persons holds special significance. If the persons in 
this group had been given only the patch test, 94 
would have gone unrecognized as being sensitive. In 
a clinical situation dealing with individual contact 
patients in whom higher tuberculin doses could be 
used in repeat testing to rule out false-negative re- 
sults, the patch test is satisfactory. There is not, how- 
ever, convincing proof that a high proportion of clini- 
cians routinely give persons with a negative reaction 
to the patch test an intradermal test of higher tuber- 
culin strength to exclude the possibility of a false- 
negative reaction. The group of persons with a positive 
reaction to the intracutaneous test with minimal read- 
ings, moreover, is apt to be productive of active cases. 
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The testing situation described in this paper is com- 
parable with the previous screening in Los Angeles 
schools in which 20 active cases with previous in- 
tracutaneous minimal readings (1 + and 2 +) were 
determined out of 45 active cases with previous 
readings of all degrees. 

Any failure to detact active cases far less pro- 
nounced than is indicated above would invalidate the 
use of the patch test despite its greater economy as 
to expense and work load. Intracutaneous tuberculin 
testing, therefore, should remain the method of choice 
in Los Angeles City schools. It is acknowledged that 
in other testing situations the patch test may be a 
useful procedure. 


The Field Hamster (Cricetus cricetus) as Source of 
Infection with Swamp or Field Fever. H. Mochmann. 
Ztschr. Hyg. 143:327-333 (No. 4) 1957 (In German) 
[Berlin]. 


It was demonstrated in 1942 that the field mouse 
(Microtus arvalis) may harbor Leptospira grippoty- 
phosa, the cause of swamp fever or field fever, and 
the author observed in the fall of 1955 field fever in 
one of a group of boys who during play had thrown 
field mice at one another; in so doing the boy in 
whom the fever developed had become contaminated 
with mouse urine. Serologic tests on this boy demon- 
strated that he had L. grippotyphosa infection. Studies 
during an epidemic fever among agricultural workers 
in pea fields in 1949 revealed another animal host of 
this organism, namely, the field hamster (Cricetus 
cricetus). When in 1955 the author observed an exten- 
sive epidemic of swamp fever in a region in which 
field hamsters are prevalent, studies were made to 
ascertain whether the hamsters harbored leptospirae. 
The kidneys of 2 hamsters vielded leptospirae. Five 
other hamsters, which had been trapped in the epi- 
demic region and after that had been kept in the 
laboratory for several months, gave negative serologic 
tests. No leptospirae were found in the renal pulp of 
one hamster infected with a L. grippotyphosa strain 
from a mouse that had likewise been trapped in the 
epidemic region, but the serum of this hamster had a 
positive titer for L. grippotyphosa of 1:1,600. 

While the field hamster subsists largely on vege- 
tarian foods, he is known to prey on smaller animals, 
especially field mice and their young, and it is pos- 
sible that in this way the animal became infected with 
L. grippotyphosa. That this organism is transmitted to 
man by hamsters is explained by the fact that these 
animals are hunted and killed by the thousands; in 
one region 13,970 had been killed in 1939, and a report 
of 1888 mentions the trapping of 97,519. Professional 
hamster trappers sell the pelts; furthermore, the ani- 
mals are eaten, their kidneys being regarded as a 
delicacy. This may be another source of infection with 
field fever. The author also mentions that the golden 
hamster (Cricetus auratus) is susceptible to lepto- 
spiral infection; This animal has been used for experi- 
mental studies on L. canicola. 
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BOOK REVIEWS 


Practical Otolaryngology. By Gervais Ward McAuliffe, 
M.D., F.A.C.S., F.1.C.S., Associate Clinical Professor of 
Otolaryngology, Cornell University Medical College, New 
York. Cloth. $7. Pp. 320, with 13 illustrations. Landsberger 
Medical Books, Inc., distributed by Blakiston Division, Mc- 
Graw-Hill Book Company, Inc., 330 W. 42nd St., New York 
36, 1957. 


The intent of this book is to serve as a source of 
reference for the general practitioner for common 
ear, nose, and throat conditions. It is difficult for 
any author to decide what to include and what to 
exclude in this type of work and for this type of 
audience. Unfortunately, there is an uninhibited 
tendency among many specialists addressing them- 
selves to nonspecialists to “write down” to this 
group, somehow assuming that oversimplification 
is a desirable diet. Actually, it is much more diff- 
cult to write for nonspecialists than for one’s spe- 
cialistic peers. Viewed from this vantage, the book 
is unevenly organized and disappointing, especially 
since the author is known for his distinguished ex- 
perimental studies on pain and headache in asso- 
ciation with the nasal and paranasal structures. 
Oddly enough, he deals most inadequately with so 
common a subject as headaches and devotes only 
two terse paragraphs to external otitis, a disease 
that can hardly be classified as uncommon. “Bibli- 
ographies are carefully avoided” declares the author 
in the preface, yet a number of bibliographies ap- 
pear at the end of several chapters. Despite some 
obvious shortcomings, the book illustrates personal 
experiences in otolaryngology that command atten- 
tion. It is hoped that the next edition will approach 
the problems of the general practitioner on a higher 
intellectual level and will include more detail. 


Hospital Treatment of Alcoholism: A Comparative, Ex- 
perimental Study. By Robert S. Wallerstein, M.D., in collab- 
oration with John W. Chotlos, Ph.D., and others. With 
introduction by Karl A. Menninger, M.D., Chief of Staff, 
Menninger Foundation, Topeka, Kan. Menninger Clinic 
monograph series no. 11. Cloth. $5, Pp, 212. Basic Books, 
Inc., 59 Fourth Ave., New York 3, 1957. 


This book represents the findings of a two and a 
half year research project at the Veteran’s Admin- 
istration Hospital at Topeka, Kan. The purpose of 
the study was to compare different methods of pro- 
longed treatment of alcoholic patients in a hospital 
setting. Four methods, disulfiram therapy, condi- 
tioned reflex therapy, group hypnotherapy, and 
closed ward therapy are described. The last group 
served as a control and differed from the others in 
that no special drug or technique was employed. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The usual psychotherapy was used in this group. 
Hospitalization of each patient ranged from 60 to 
90 days. One hundred seventy-eight hospitalized 
alcoholic male patients were studied with a follow- 
up period of two years. Patients were assigned to 
the various modalities on a random basis in the 
order of their admission. Exceptions were made 
when the physical condition of the patient would 
not warrant possible strain from disulfiram or con- 
ditioned reflex drugs. The data sought were those 
relating to alterations in the level of function. 
Measures of change were judged by degree of ab- 
stinence, social adjustments, subjective feelings of 
difference, and structural changes and personality 
configuration. 

This study is a review of an exceptionally de- 
tailed research program. It covers the four modal- 
ities of therapy mentioned and gives details of the 
results accomplished. The tvpes of patient in each 
group are described and categorized, and the effects 
of each of the modalities on the various classifica- 
tions are tabulated. There are excellent tables, 
charts, reference lists, and indexes. Since the au- 
thors start with the premise that there there is no 
primary alcoholism but that alcoholism is symp- 
tomatic of some underlying psychiatric condition, 
it is understandable that the criteria of improve- 
ment may be at odds with opinions of others in the 
field. Whereas total abstinence is mandated by 
many as being the criterion of improvement, these 
authors consider moderation in drinking a definite 
sign of improvement in the patient's condition. The 
title of the book may prove to be somewhat mis- 
leading to the average physician, since it is only 
in rare instances that a patient is hospitalized 60 
to 90 davs for the treatment of alcoholism. For re- 
search purposes, a lengthy stay is advantageous, 
but many believe that hospitalization beyond the 
attainment of sobriety, or perhaps a few days 
longer, is of little value in helping the patient to 
a social adjustment. 

This book should be of special value to phy- 
sicians who are interested in research and compara- 
tive values of therapy. It could hardly be consid- 
ered of practical value to the average doctor whose 
alcoholic patients can afford but a few days of hos- 
pitalization and whose therapy must be carried on 
in the atmosphere of the physician's office. For the 
physician especially interested in alcoholism, how- 
ever, it presents an extremely valuable discussion 
of the four modalities used. The references are 
especially good and unusually complete. The intro- 
duction to the book, although not optimistic, is 
realistic in its approach and sets the stage for an 
objective and valuable study. 
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Clinical Proctology. By J. Peerman Nesselrod, B.S., M.S., 
M.Sc., Assistant Professor of Surgery, Northwestern Univer- 
sity Medical School, Chicago. Second edition. Cloth. $7. Pp. 
296, with 72 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W.C.2, England, 1957. 


In this new edition of an eminently useful and 
widely read book, originally entitled “Proctology in 
General Practice” and first published in 1950, for- 
tunately, there has been little alteration of the text. 
The book was written especially for the general 
practitioner and leaves little to be desired. In this 
edition some new illustrations have been added; 
several which appeared in the first edition have been 
replaced, some in color. The short chapter on anal 
contracture is new and is of distinct value. The 
author is uncommonly apt at expressing himself 
concisely, yet adequately, and he thereby provides 
in this book a source of ready reference for the 
busy practitioner. When confusion exists as to ter- 
minology or classification, the author provides in- 
terpretations and arrangements that clarify his dis- 
cussions. Surgical techniques are presented clearly 
and in detail. Well-chosen illustrations enhance the 
value of these descriptions. The chapter on anal in- 
fection deserves special attention, and the diagram 
of anal infection on page 70, a contribution which 
is original with the author, provides in a few words 
what is unquestionably the most lucid and accurate 
description, thus far, of the causes, sources, and 
mechanics of inflammatory disorders of the rectal 
outlet. Probably the most important phase of proc- 
tology is diagnosis. Thus, it is to the author's credit 
that he has prepared his chapter on diagnostic pro- 
cedures in great detail. By so doing, he has provid- 
ed valuable information that can be used not only 
by the general practitioner but by medical students, 
internists, and surgeons. In addition, the surgeon 
will find valuable information in the author's dis- 
cussion of the surgical management of common 
anorectal inflammatory diseases. This is a thorough- 
ly good book, and it can be recommended without 
qualification. 


Therapeutic Exercise for Body Alignment and Function. 
By Marian Williams, Ph.D., Assistant Professor of Physical 
Therapy, Department of Allied Medical Sciences, School of 
Medicine, Stantord University, San Francisco, and Catherine 
Worthingham, Ph.D., Director of Professional Education, 
National Foundation for Infantile Paralysis, Inc. Paper. $3.50. 
Pp. 127, with exercise illustrations by Harold Black. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 
5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1957. 


The authors of this book are physical therapists. 
The book is designed primarily as a working guide 
for therapists who desire to provide exercises for 
patients having various malalignments of the mus- 
culoskeletal system, It is profusely illustrated with 
line drawings, depicting various exercises. The book 
is divided into five chapters dealing with standing 
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posture, analysis of body alignment, the therapeutic 
exercise program, principles of treatment and ex- 
ercises for the various areas, and positions of the 
body in activity and rest. There is also an extensive 
appendix containing illustrations demonstrating the 
muscles of primary concern in alignment of the body 
and a discussion of the origin, insertion, and func- 
tion of these muscles. The manual is designed for 
the use of all persons dealing with problems of body 
alignment and function. An effort has been made to 
select those corrective procedures that are best suit- 
ed for clinical application and to discuss them in 
terms of basic functional anatomy. The book, there- 
fore, is concerned with selection and analysis of 
material rather than with the introduction of new 
techniques. This manual is well organized with 
clear tvpe and good illustrations. Suitable bibliogra- 
phies are appended to each chapter. The chapter 
on positions of the body gives many excellent illus- 
trations of proper and improper ways of performing 
various activities. Although this book contains noth- 
ing new, it can be recommended as a well-organ- 
ized teaching manual for student therapists and as 
a workbook for persons who are instructing patients 
in therapeutic exercises. 


Atlas of Clinical Endocrinology Including Text of Diag- 
nosis and Treatment. By H. Lisser, A.B., M.D., and Roberto 
F. Escamilla, A.B., M.D., Clinical Professor of Medicine, 
University of California School of Medicine, San Francisco. 
Cloth. $18.75. Pp. 476, with 148 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 


This volume brings together, pictorially and 
graphically, the wide experiences of one of the 
world’s pioneer endocrinologists and his associate. 
It covers the clinical disorders of the pituitary, 
thyroid, parathyroids, adrenals, gonads, and pan- 
creatic islets. Most of the endocrinopathies present 
certain physical characteristics that are in them- 
selves diagnostic. This is evidenced in this atlas by 
§00 illustrations of various types of endocrine dis- 
orders. These illustrations are documented photo- 
graphs of the authors’ patients, many showing the 
patient before the onset of the disease, during sub- 
sequent stages of development, and after the results 
of successful therapy. Although the emphasis is on 
the illustrative material, the textbook, which is 
brief and concise though fully adequate, covers the 
symptoms, physical signs, essential laboratory pro- 
cedures, differential diagnosis, and therapeutic 
schedules of each entity. It also provides valuable 
reference material. An important feature of this 
book, one which has been neglected in most such 
books, is the section on nonendocrine disorders 
simulating or confused with those of endocrine 
origin—the so-called pseudoendocrinopathies. This 
book aims to provide the simplest and most direct 
avenue for learning and understanding clinical 
endocrinology for the medical student, general 
practitioner, and the specialist. 
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QUERIES AND MINOR NOTES 


STEROIDS AND ALLERGY 


To tHE Eprror:—For the past few months some 15 
children, their ages ranging from 18 months to 13 
years, have been treated for severe asthma and rhi- 
nitis. The older ones were malnourished, gaining only 
1 or 2 lb. a year. They had no desire to play; their 
school grades were only fair. Physical examinations 
showed muscles to be soft and flabby, mucous mem- 
branes of the mouth, nose, and throat were pale, and 
asthmatic rales were always present. For the older 
children 2.5 mg. of Meticorten was prescribed every 
morning and evening for a period of 10 days to two 
weeks; then, the rest of the month was skipped, after 
which the course was repeated, After this pro- 
cedure the dosage was changed to 2.5 mg. on the 
morning and evening of every third day. The re- 
sponse was excellent. These patients gained from 
2 to 5 lb. a month; their activity increased, and they 
played as normal children with no apparent fatigue; 
they became jovial, whereas before they had been 
inclined to be irritable, and their schoolwork showed 
a marked improvement. The 18-month-old patient 
had a severe allergic rhinitis, for which 1.25 mg. of 
Meticorten was given in the afternoon for two 
weeks; she received immediate relief. What effect do 
small doses of Meticorten produce on the adrenal 
gland, and for what period of time could this dosage 
be continued without any ill-effects on the patient? 
Since much progress was noted from the small doses, 
is there any relationship between allergy, the ad- 
renal gland, and some type of cortisone used in 
small doses? 


Arnold M. Smythe, M.D., Des Moines, Lowa. 


Answer.—Side-effects have been observed after 
prolonged administration of Meticorten to allergic in- 
dividuals; these, however, have been less marked than 
when cortisone is used. Ordinarily side-effects do not 
occur before approximately two weeks of continuous 
therapy. The usually accepted maintenance adult dose 
of 10 to 20 mg. taken daily for weeks or months may, 
in addition to the usual side-effects of prolonged steroid 
administration, result in “stress reactions” on with- 
drawal. Shock or evidence of acute adrenal insuffi- 
ciency may develop when the patient experiences a 
stress condition, such as a severe infection, injury, 
burn, surgical procedure, and administration of anes- 
thetic. For this reason a Thorn test might be wise on 
contemplation of Meticorten withdrawal after pro- 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
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longed administration. This will indicate the state of 
adrenal cortical responsiveness. If the test is not prac- 
tical, repository corticotropin (ACTH) may be ad- 
ministered for its adrenal cortical stimulating effect at 
the time Meticorten is withdrawn. 

In the relatively small doses administered to the 
patients mentioned, there would be little likelihood of 
either the usual side-effects or the significant adrenal 
suppression, and, under proper medical supervision, 
the drug might be administered in the prescribed dos- 
age for several weeks or months in interrupted courses 
if it were deemed necessary. It is extremely important, 
however, that concurrent or intercurrent bacterial in- 
fections be adequately treated with a suitable anti- 
biotic, and, in the presence of a specific virus disease, 
the steroid should be used with extreme caution. After 
exposure to or in the presence of chickenpox, the drug 
should be discontinued and gamma globulin admin- 
istered in adequate doses. 

Cortisone, hydrocortisone, Meticorten, and similar 
steroids have no specific relationship to the allergic 
state. Apparently they act as a buffer to the disease 
toxin or irritant, decrease inflammatory exudation in 
some instances, but do not affect the antigen-antibody 
reaction or the formation of histamine, 


REPEATED CONGENITAL MALFORMATIONS 


To tHE Eprror:—An anencephalic monster was recent- 
ly delivered of a woman whose first baby, born in 
September, 1953, was also an anencephalic. She had 
a normal child in April, 1954, and another normal 
child in February, 1955. How often have two such 
abnormalities been present in any one family? What 
are the statistics on the likelihood of abnormality 
again appearing if sterilization is not done? 


R. C. Rowan, M.D., Albion, Mich. 


ANSWER.—The occurrence of repeat monstrosities in 
the same family is not unusual. According to Murphy 
(Congenital Malformations: Study of Parental Char- 
acteristics with Special Reference to the Reproductive 
Process, ed. 2, Philadelphia, J. B. Lippincott Company, 
1947), gross congenital malformations, as recorded 
upon death certificates, afflict approximately 1 in every 
213 individuals who are born alive. About 25% of con- 
genitally malformed persons are stillborn, In families 
already possessing a malformed child, the birth of a 
subsequent malformed offspring takes place with a fre- 
quency which is in the neighborhood of 25 times 
greater than that of the general population. In fam- 
ilies containing two malformed siblings, the subse- 
quent defective child is more likely to be born later 
in the family than it is to be the next child in order 
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of birth to the first defective sibling. In families 
possessing two or more malformed siblings, the de- 
fect in the subsequent offspring has been identical 
with that in the previous defective sibling in approxi- 
mately 50% of instances. 


ALCOHOLISM 


To THE Eprror:—What is a definition and what are 
the symptoms and signs of alcoholism? 


Francis E. McGrath, M.D., Brooklyn, N. Y. 


Answer.—Alcoholism is a disease which is character- 
ized by a compulsive drinking of alcohol in some 
form. It is an addiction to alcohol. The drinking of 
alcohol produces continuing or repeated problems in 
the patient’s life. The World Health Organization's 
definition of alcoholism is as follows: 


Alcoholism is any form of drinking which in its extent goes 
beyond the traditional and customary “dietary” use or the ordi- 
nary compliance with the social drinking customs of the whole 
community concerned irrespective of the etiological factors 
leading to such behavior and irrespective also of the extent to 
which etiological factors are dependent upon heredity, consti- 
tution, or acquired physiopathological or metabolic influences. 


Symptoms of alcoholism are varied and many. The 
outstanding symptom is the inability of the patient to 
stop drinking once he has started. Other symptoms 
are excessive drinking of alcohol on any occasion 
when the patient drinks, excuses for drinking, drinking 
on the least provocation, and using alcohol as a seda- 
tive or soporific. There are so many varied symptoms 
that it is difficult to enumerate them all. Signs of al- 
coholism are usually the signs of excessive drinking 
and may be manifested by the signs of the acute 
phase—incoherence, boisterousness, amnesia, loss of 
appetite, polyneuritis, liver disease, and the end-points 
such as the chronic brain syndrome associated with 
alcohol intoxication ( Korsakoff’s psychosis ). 


PERIORBITAL SKIN LESION 


To tHE Eprror:—A patient has a small, oval-shaped, 
macular, yellowish lesion just under the lower eye- 
lid, approximately 10 by 4 mm. in size. There is no 
other clinical evidence of any disease. What diag- 
nosis and treatment are suggested? \{_D., Illinois. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—In a young person, some xanthomatous 
process would be suspected. In an older person, xan- 
thoma, sebaceous pseudocyst or cyst, and morphea-like 
basal-cell carcinoma must be considered. Biopsy should 
be valuable for diagnosis, after which treatment can 
be more accurately carried out. 


ANSWER.—The lesion described is probably mollus- 
cum contagiosum, a mildly contagious, umbilicated 
tumor of the skin occasionally found on the eyelids. 


J.A.M.A., Sept. 21, 1957 


When the lesions appear near the lid margin, chronic 
conjunctivitis may be present. Lesions are reported to 
have been found on the conjunctiva and the cornea. 
This type of lesion is about 2 to 5 mm. in diameter, it 
is elevated above the surface, and in the center there 
is a small depression or dell which is characteristic. The 
tumor contains a sebum-like substance which may be 
expressed from the growth, after which the interior 
should be touched with a stick of silver nitrate. Micro- 
scopic examination of the contents expressed through 
a small incision shows proliferation of cells about the 
duct of one of the sebaceous glands. The central cells 
show a peculiar keratinization. This is a viral disease. 


TUBERCULOUS CLERK EMPLOYED 
IN A SCHOOL 


To tHe Eprror:—A clerk, who has been with a junior 
high school for some 14 or 15 years, has been an 
ambulatory case of open tuberculosis since he was 
first taken onto the staff. He has no relation with 
the boys themselves, although he does use the same 
toilet that they use and in going to and from his 
office at times passes through the corridors of the 
school. He eats with the teachers (not with the 
boys), and he has his own dishes which are washed 
separately from those of the rest of the staff. The 
man has always been meticulously careful as to the 
matter of coughing in public and the care of his 
person, In fact, until quite recently he has coughed 
very little during the day. He shares the office of 
the director of the school, and in the afternoon he 
frequently sits in the staff parlor. Under the existing 
circumstances and owing to the care he himself 
takes, it has never been thought that his presence 
was a menace to the health of his associates. Unfor- 
tunately, though, this year two cases of tuberculosis 
have developed in the school. One case is that of a 
new boy who had had no connection with the clerk 
in question; the other is that of a teacher who had 
sat at the dining table with him, The question has 
been raised as to whether it is safe to keep this man 
in the employ of the school and, if so, what further 
precautions should be taken. M.D., Illinois. 


ANswer.—It is surprising that a man with open 
tuberculosis should be permitted on a school staff in 
the first place; the fact that he remains an open case 
after 15 years have gone by is also surprising. Who- 
ever has the responsibility of continuing the clerk in 
his present position must be put on the defensive, 
especially now that two cases have developed in the 
institution. He should be aided in finding employ- 
ment of such a type that the chance of transmission of 
disease is reduced. He should not continue to work 
in a school. Incidentally, resectional surgery seems to 
be long overdue in this case. If successful, it might 
enable the employee to return to the school without 
endangering the health of others. 
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DIVERTICULUM OF THE URETHRA 


To THE Eprror:—Several women patients have a severe 
pussy discharge from the urethra with concurrent 
enlargement in the region of the urethra itself. Mas- 
sage evacuates this sacculation. Please indicate the 
cause and the treatment of this condition, 


Lester Harbin, M.D., Rome, Ga. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswer.—This is an accurate description of a diver- 
ticulum of the female urethra. This condition is not 
uncommon and is very frequently overlooked. These 
patients will complain of infection and occasionally of 
stone formation in the diverticulum. The symptoms are 
usually those of dribbling at the end of urination, local 
discomfort, and frequency of urination. The treatment 
is surgical excision of the diverticulum. 


Answer.—The most likely condition is a diverticu- 
lum of the urethra, and the diagnosis can be made by 
endoscopic examination, with the extent outlined by 
a urethrogram. The treatment is a diverticulectomy 
with plastic repair of the urethrovaginal septum. It 
would be unusual to have several women patients with 
diverticulum of the urethra except in a large urologic 
practice. Therefore, differential diagnosis would seem 
indicated. An infected urethrocele should be consid- 
ered, and this is usually associated with a cystocele. 
Also, it might be a residual infection of a previous ab- 
scess of Skene’s glands, but the openings of Skene’s 
ducts are on either side of the median line. The above 
pathological conditions are associated not only with 
nonspecific infection but frequently with a Tricho- 
monas infestation secondary to this condition in the 
Vagina. 


PAIN FOLLOWING HERPES ZOSTER 


To THE Eprror:—A 66-year-old man had herpes zoster 
involving the first branch of the left trigeminal 
nerve in 1952, with residual scarring of the forehead 
and a fixed dilated pupil on that side. Vision in the 
left eye is 20/70 corrected to 20/50. Constant burn- 
ing has been present in the involved area, but most 
distressing have been 45-minute episodes of severe 
pain along the same course after eating or chewing. 
A course of protamine has afforded no relief. Is 
stimulation of the third portion of the fifth cranial 
nerve an acceptable explanation of the pain along 
the first portion of the fifth cranial nerve? Is any 
further treatment indicated? M.D., Ohio. 


ANSWER.—The exact cause of the pain following 
herpes zoster, particularly in the trigeminal nerve, is 
unknown. One theory is that there is infection of the 
posterior root ganglion with secondary changes, al- 
though others believe that there may be some altera- 
tion in the physiology along the principal thalamic 
tracts on the way of this nerve centralward. The pain 
is notoriously difficult to stop. Some patients have had 
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some relief by the injection of Pituitrin, although this 
consultant has never seen any good results with long 
courses of Pituitrin. There has been some alleviation 
of the pain by the use of chlorpromazine. In the past, 
there has been some relief of the pain in some patients 
by surgery, although there is no assuredness that this 
will be permanent. It is essential, if the pain is con- 
fined to the ophthalmic division, to cut not only the 
supra-orbital nerves but also the blood vessels, since 
it is important to interrupt the autonomic nerve supply 
as well as the somatic. The cause for the fixed dilated 
pupil is hard to explain if this was an ordinary herpes 
zoster. Was there actual involvement of the eye 
proper with scarring, or was this a neural type of 
pupillary change which would suggest a lesion, most 
likely in the mesencephalon? It is not usual for herpes 
zoster to have an accompanying meningitis and en- 
cephalitis. This is why it is so difficult to stop the pain 
at some simply reached point, such as the supra- 
orbital region of the forehead, because much of the 
pathology is central. There is always grave danger in 
these cases of addiction, and other methods of therapy 
so as to avoid such an outcome might be used. There 
have been some reports of breaking the pain pattern 
by means of electroshock, and in most extreme cases 
even lobotomy has been suggested to relieve the sting 
of this intractable pain. What this physician describes 
is one of the most difficult of all pain patterns known 
to medicine to eradicate. 


ERYTHEMATOUS REACTION TO 
APPETITE STIMULATION 


To THe Eprror:—A 2-year-old girl has a peculiar re- 
action persistently associated with eating or with 
visual stimuli, which results in salivation. She de- 
velops an area of erythema, about 3 to 4 cm. wide 
and extending from the upper anterior border of 
the left pinna down across the parotid area and 
following the course of Stensen’s duct to the level of 
its termination. This erythema is unilateral, on the 
left side and on the outer skin. Examination of the 
buccal mucosa at this level shows no erythema, only 
a questionable edema, and there is no obvious 
change in the opening of the duct into the mouth. 
There is no obstruction to salivary flow. This phe- 
nomenon is repeatable at will, the color fading 
rapidly after cessation of the stimulus, only to return 
immediately a stimulus is again present. Mere ob- 
servation of a piece of candy, for instance, causes its 
appearance, a good index for study of the effect of 
visual and olfactory stimuli on salivation. This has 
been present since birth, the mother having noticed 
it while the child was nursing. What is this condi- 
tion, and can anything be done for it? 

Kenneth D. Rose, M.D., Lincoln, Neb. 


ANnswer.—This is a most unusual manifestation of 
ptyalism and erythematous reaction around the parotid 
area and is obviously an excessive vascular reaction in 
the nature of an exaggerated conditioned reflex, such 
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as is described by Pavlov in his early experimental 
studies on animals. Both the sympathetic and, particu- 
larly, the parasympathetic nerves innervate the parotid 
and the fifth, the seventh, and the ninth cranial nerves 
supplying fibers from the tympanic and otic plexuses. 
What should be a normal reaction to the anticipation 
of food becomes overexaggerated, owing to some 
strange factor which one finds it difficult to explain. 
This is not an allergy, because it is nonspecific to any 
particular food; again, it is purely localized to one side 
of the face; nor is it a type of reaction which occurs 
with a stone in the parotid duct. 

Belladonna and the atropine preparations should 
help to diminish salivation; if with the growth of the 
child this strange phenomenon continues, one can 
visualize possible operation with the transection of the 
complex nerve supply to the parotid gland, particularly 
the auriculotemporal nerve which carries both para- 
sympathetic and sympathetic fibers from the otic and 
tympanic ganglions. 


LIGHTNING PAINS DUE TO TABES DORSALIS 


To tHe Eprror:—A 53-year-old woman was given a 
diagnosis of tabes dorsalis in 1938, at which time 
Mapharsen and Tryparsamide were prescribed. She 
never has been entirely free of nighttime pain, and 
in the past six months lightning pains have been 
steadily getting worse. The pain can be controlled 
by the administration of 15 mg. of prednisone daily, 
but it is felt that the continuation of this therapy is 
inadvisable. Results of the spinal fluid serology, 
spinal fluid protein, blood Kolmer, and blood Vene- 
real Disease Research Laboratory tests are all nega- 
tive, and the result of the blood Kline test is weakly 
positive. Would a course of penicillin be advisable 
in controlling the intense pain of this patient? 


M.D., Kansas. 


Answer.—Lightning pains due to tabes dorsalis 
often represent a residual which persists after adequate 
antisyphilitic treatment. This seems to be the case in 
the patient in question. Nothing is to be gained by 
giving the patient any more penicillin or any other 
form of treatment for syphilis. The proper procedure 
at the moment is to search the patient for foci of in- 
fection and to remove any of these which can be found, 
e. g., an abscessed tooth and infected tonsils, and 
there should be adequate treatment of a urinary in- 
fection. The mechanisms which trigger lightning pains 
and the effect of steroid hormones on these are dis- 
cussed by Moore (Am. J. Syph. 37:226, 1953). 

All other things being equal, there is probably no 
reason why this patient should not continue on a small 
maintenance dose of an appropriate steroid hormone, 
although 15 mg. of prednisone on a long-term basis 
represents a potentially dangerous dose; an effort 
should be made to reduce this to 5 to 7.5 mg. daily. 
An occasional patient who suffers severely from light- 
ning pains in the temperate zone may find relief in 
winter by removal to Florida or southern California. 


J.A.M.A., Sept. 21, 1957 


As a last resort, the patient might be referred to a 
neurosurgeon for discussion of the possibility of relief 
by means of anterolateral chordotomy. 


ULCER TREATMENT AFTER SURGERY 


To tHE Epitor:—A 23-year-old man was admitted 
through the emergency room with a three-or-four- 
hour history of severe abdominal pain. On physical 
examination his abdomen was found to be board- 
like, and an upright film of the abdomen showed 
free air under the leaf of the diaphragm on the 
right side. The patient was taken to the operating 
room immediate’, and under general anesthesia 
a laparotomy was undertaken, A 3-mm. perforation 
was present in the anterior surface of the duodenum 
just distal to the pylorus. This was inverted and 
closed with three Lembert sutures of silk. The pa- 
tient made an essentially unremarkable recovery 
after several days of mild ileus and treatment with 
appropriate electrolyte solutions administered intra- 
venously. He was discharged 12 days later. Careful 
questioning failed to reveal the typical history one 
usually finds in a peptic ulcer patient. He had a 
little mild indigestion “when he traveled” but de- 
nied smoking and drinking. He seemed to be a quiet, 
temperate individual without any outward signs of 
anxiety such as one frequently sees in ulcer patients. 
In some clinics the phenomenon of perforation of a 
duodenal ulcer in a patient without previous symp- 
toms suggestive of duodenal ulcer is regarded as an 
indication for either immediate or subsequent sub- 
total gastrectomy. One argument advanced for this 
treatment is that, if a patient manifests perforation 
as his first “symptom” of duodenal ulcer, a severe 
ulcer diathesis exists and, if not operated on, he will 
certainly go on to one of the complications of peptic 
ulcer disease. (The occurrence of perforation with- 
out previous symptoms of ulcer disease is a well- 
known phenomenon.) Other schools, along more 
conservative lines, feel that a trial at medical therapy 
is justified even though perforation, a classic indi- 
cation for surgery, has occurred; that is, definitive 
surgery, such as a subtotal gastrectomy, is deferred 
temporarily or indefinitely. What is the majority 
opinion today as to the further treatment of a pa- 
tient such as has been described? 


Robert G. Small, M.D., Stamford, Conn. 


ANnswer.—A patient who has had a ruptured duo- 
denal ulcer without previous ulcer symptoms and who 
has had a successful repair of the perforation should 
not have a definitive ulcer operation at a later date 
without a proper evaluation. The patient’s ulcerogenic 
diathesis should be evaluated by a 12-hour night se- 
cretion. The amount of hydrochloric acid secreted 
should then be calculated in terms of milliequivalents 
by multiplying the amount of gastric juice secreted in 
liters by the number of clinical units of hydrochloric 
acid calculated in the 12-hour secretion. If the 12-hour 
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night secretion should yield milliequivalents of 35 or 
over, that patient should be regarded as having an 
ulcerogenic diathesis. Since this patient had no warn- 
ing sign of ulcer pain and therefore would be be diffi- 
cult to follow except by numerous repeated x-rays, it 
would be best to subject him to proper ulcer operation. 

The patient should be placed on ulcer management 
for about six months, and an x-ray of the stomach 
should be repeated at intervals of three months. If an 
ulcer is present on x-ray, this patient should also un- 
dergo an operation. An x-ray may not be diagnostic 
because of the defect existing after the repair of 
the rupture. Under these circumstances, the decision 
would be based entirely upon the calculation of the 
milliequivalents of hydrochloric acid secreted during 
12-hour continuous secretion. If the patient does not 
have an ulcerogenic diathesis and his x-ray follow-up 
remains normal, then the episode of the rupture should 
be regarded as an isolated experience, and the patient 
should be followed medically for an indefinite period 
until criteria develop that would indicate ulcer sur- 
gery. 


TEST FOR CHOLINESTERASE ACTIVITY 


To tHE Eprror:—Is there a simple test for determining 
blood cholinesterase activity in workers exposed to 
organic phosphate insecticides? Is the test-kit manu- 
factured by the Biological Test Product Corp., 
Roselle, N. J., satisfactory? 

Hollis T. Rogers, M.D., Winnsboro, La. 


Answer.—The test-kit mentioned utilizes the brom- 
thymol color test for determining blood cholinesterase 
activity. Hydrolysis of a substrate acetylcholine iodide 
by the enzyme in a drop of finger-tip blood is meas- 
ured by the change in color of the indicator, The 
blood is diluted with bromthymol blue in a standard 
(white blood cell dilution, 1:20) blood-diluting pipet. 
and the mixture is placed in a small serum bottle. 
To this is added the substrate, after which the 
sample is incubated in the axilla of the person being 
tested (or in 98 F water bath) for 20 minutes. The 
per cent of normal average human cholinesterase is 
read directly by comparing the individual point color 
with a color chart which shows the percentage of 
activity represented by each color. The manufacturer 
of this kit acknowledges that the symptoms of cho- 
linesterase inhibition do not appear until the blood 
cholinesterase level has dropped to 30% of normal or 
lower. (For further information see Limperos and 
Ranta: Science 117:453, 1953. ) 

The reliability of the testing method depends upon 
the capability of the person interpreting the cholin- 
esterase values. It has been found that the “normal” 
cholinesterase value varies from one person to another. 
It has been suggested that a series of tests be made 
on individuals coming into contact with organic phos- 
phate materials so that a normal value for the person 
may be determined. 
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TWITCHING OF MUSCLES 


To tHe Eprror:—Is there any drug that can be taken 
for fibrillary twitching of voluntary muscles present 
off and on throughout the day and night? 


M.D., Illinois. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—It is difficult to discuss treatment for 
fibrillary twitchings in the absence of any further clin- 
ical information indicating the basic cause of the 
twitchings. These twitchings can be caused by ill- 
nesses as serious as amyotrophic lateral sclerosis, but 
they also may be benign, occurring in relation to 
fatigue or just spontaneously. Usually, very little can 
be done pharmacologically for these twitchings, but it 
may be worthwhile to administer quinine in a dosage 
of 0.3 Gm. twice to three times daily after meals. Oc- 
casionally this drug relieves cramps and twitchings in 
striated skeletal muscle. 


Answern.—This consultant is not able to recommend 
any drug that would prevent fibrillary twitching of 
voluntary muscles. Fibrillary twitchings may repre- 
sent disease of the anterior horn cells, and, if so, there 
is no way known to eliminate them. On the other 
hand, perfectly normal individuals often have occa- 
sional twitching of muscles when they are especially 
tense or fatigued. In this case rest and recreation, 
rather than drug therapy, would be the appropriate 
treatment. 


SYSTEMIC LUPUS ERYTHEMATOSUS 


To tHe Eprror:—What is the most recent treatment 
of lupus erythematosus? The diagnosis has been es- 
tablished beyond any doubt, and so far only predni- 
solone has been of any relief. The patient is a 29- 
year-old housewife who has been afflicted for about 
12 months; the disease is generalized. 


M.D.., Illinois. 


ANswer.—The most recent treatment recommended 
is the administration of freshly drawn blood to pa- 
tients with systemic lupus erythematosus. Heparinized 
compatible blood, 30 cc. freshly drawn, is injected 
intramuscularly three times weekly for several weeks, 
after which the dose is diminished. By using the leu- 
kocyte fraction alone, smaller doses may be employed. 
It is thought that the leukocytes contain a large quan- 
tity of a substance which is destroyed in systemic 
lupus erythematosus and which normally inhibits the 
action of an enzyme that depolymerizes desoxyribo- 
nucleic acid. It is difficult, however, to evaluate a new 
form of therapy for a condition such as systemic lupus 
erythematosus. The usual treatment consists of a com- 
bination of corticosteroids and whatever supportive 
therapy is indicated, including as much rest as 
possible. 
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POLIOMYELITIS IMMUNIZATION 
DURING PREGNANCY 


To tue Epiror:—A patient developed poliomyelitis 
three days before term delivery in 1954. The baby 
which was taken to another hospital and later 
given poliomyelitis immunization did not develop 
poliomyelitis. The mother has been left with a 
paraplegia and is now again pregnant. Should she 
be given immunization against poliomyelitis now 
for protection of her second child, or will her ac- 
quired immunity protect the baby? 


M.D., Nebraska. 


ANswerR.—Pregnant women are at increased risk 
of contracting poliomyelitis, owing not only to great- 
er exposure but probably also to increased suscep- 
tibility. Immunization of the pregnant woman with 
poliomyelitis vaccine is therefore strongly indicated 
for protection of the woman herself, rather than 
primarily for passive protection of the newborn in- 
fant. In the young infant, significant levels of pas- 
sively transmitted maternal antibody are detectable 
for only about three or four months. Recent studies 
indicate that active immunization of the infant with 
poliomyelitis vaccine may be started as young as 2 
months of age. 

Most of recent poliomyelitis epidemics have been 
shown to be due to type 1, poliomyelitis virus. Small 
outbreaks or sporadic endemic cases may be caused 
by types 1, 2, or 3. For the individual patient men- 
tioned in the query, only by specific poliomyelitis 
neutralizing antibody tests could it have been de- 
termined which type caused her illness in 1954 and 
whether she had also acquired antibody to the re- 
maining two types by previous inapparent infection. 
Active immunization of this patient with poliomyeli- 
tis vaccine is thus indicated, since she could still be 
susceptible to one or two types of poliomyelitis virus. 


GRAFTING MUCOUS MEMBRANE TO THE 
LARYNX 


To THE Eprror:—The query in THe JourNat for July 
20, 1957, page 1421, regarding the desirability of 
grafting turbinate mucosa, which has about the 
same thickness as septal mucosa, was noted with 
interest. Shrinkage of mucosa is very little when 
the full thickness is used, irrespective of the donor 
site. Another factor to be considered is that turbi- 
nate mucosa is spongier than buccal mucosa, be- 
cause the turbinate mucosa rests upon a mass of 
lymphoid tissue which contains many mucous 
glands that open upon the surface of the mucosa. 
Without knowing any of the specific details, it 
would seem that buccal mucosa would be more 
desirable than turbinate mucosa. 

It is most desirable to take buccal mucosa away 
from the corner of the mouth. Of course, a great 
deal concerns the amount of mucous membrane 
that would be required for the graft. The one 
factor that must be kept in mind is that mucosa 
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should not be cut over or around the opening of 
the parotid duct. Any other part of the buccal 
surface should be satisfactory. 

Casper M. Epsteen, M.D., D.D.S. 

25 E. Washington St. 

Chicago 2. 


TREATMENT OF ACNE 


To THE Eprror:—In the Queries and Minor Notes 
section of THE JourNAL for July 13, 1957, page 
1291, three consultants discuss prevention of the 
premenstrual flare-up of acne. The only point of 
agreement among them is that two suggest the use 
of a diuretic “for a few days, beginning as soon as 
water retention is evident.” When water retention 
is evident, treatment is too late. 1 would like to 
call attention to a recent study by Kalz and Scott 
(A. M. A. Arch. Dermat. 74:493-503 [Nov.] 1956), 
which showed that flare-ups could be prevented in 
most cases by giving ammonium chloride, prefer- 
ably in a proprietary form, for 10 days prior to the 
menses. These investigators also found that water 
retention (measured by hyaluronidase and hista- 
mine wheal-resorption rates) tended to disappear 
on this diuretic regimen. This has been long as- 
sumed but never before proved. 


Harry Wiener, M.D. 
45 Saw Mill River Rd. 
Yonkers, N.Y. 


The above comment was referred to a consultant 
‘vhose reply reads as follows.—Eb. 


1o THE Eprror:—There is no unanimity of opinion 
regarding the prevention of premenstrual papules 
and pustules of acne. The answers of the three 
consultant demonstrate this amply. However, it 
should be pointed out that one consultant recom- 
mended the use of ammonium chloride and that 
only ene consultant advocated waiting until water 
retention became evident. The use of ammonium 
chloriae has been accepted for many years and is 
widely employed in the prevention and treatment 
of premenstrual water retention. The article by 
Kalz and Scott claimed that a proprietary tablet 
containing ammonium chloride, homatropine, caf- 
feine, and various fractions of the vitamin B com- 
plex prevented premenstrual exacerbations in 
80% of 40 patients with acne and 10 patients with 
miscellaneous dermatoses, all of whom usually 
suffered flere-ups of their cutaneous conditions 
during the premenstrual period. However, excel- 
lent results were obtained in only 56% of the 
cases. Unfortunately, the criterion used for judg- 
ing the benefit as “excellent” was not defined. Re- 
sults obtained with ammonium chloride alone 
were not significantly inferior. It should be 
stressed that premenstrual acne may respond in 
a given patient to one or more of the many possi- 
ble approaches or, in some instances, may be re- 
fractory to all the known therapeutic procedures. 


V 16 
1957 


